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First News trom Rome 


EWS of the opening of the 11th Quadrennial 

Congress of the International Council of Nurses 

has reached us in a cabled despatch from Miss 

M. L. Wenger, editor of the Nursing Times, who 
is in Rome to report the proceedings of the Congress 
and meetings of the Grand Council being held there from 
May 27 to June 1. 

The large congress hall of the wonderful marble 
Palazzo dei Congressi, EUR, was filled with nurses from 
57 countries for the opening session on the morning of 
May 27 which was presided over by Mlle Marie Bihet, 
president of the International Council of Nurses. In the 
presence of Donna Carla Gronchi, wife of the President 
of Italy and patron of the Congress, an enthusiastic wel- 
come was accorded to the visiting nurses, the proceedings 
being heralded with music sung by the Coro di Voci 
Bianche under its conductor Renata Cortiglione. An 
official welcome by the Mayor of Rome, On. Senatore 
Umberto Tupini, was followed by an address given by the 
president of the Federation of Physicians and Surgeons of 
Italy, On. Raffaele Chiarolanza. 

Signorina Antonietta Sgarra, president of the Italian 
Nurses’ Association, then welcomed the delegates and 
visiting nurses from all countries on behalf of the nurses 
of Italy, after which Mlle Bihet gave her presidential 
address and received a badge and chain of office as the 


joint gift of the nursing journals of member countries of 
the International Council of Nurses, presented to her on 
their behalf by Miss J. Elise Gordon, editor of the Nursing 
Mirror, London. 

A further speech of welcome from the High Com- 
missioner of Health in Italy, On. Tiziano Tessitori, was 
followed by a vote of thanks for all the addresses of wel- 
come proposed by Miss E. Y. Knowlman, hon. secretary of 
the Northern Rhodesia Nurses’ Association. Miss Esma 
Deniz, president of the Turkish Nurses’ Association, 
thanked Mlle Bihet for her address and the morning 
session closed with the singing of a thanksgiving chorale 
by the choir. 

The opening meeting of the Grand Council took place 
in the afternoon, at which the excellent arrangements 
made by the Italian Nurses’ Association in collaboration 
with the International Council of Nurses for the entire 
Congress were clearly evident. 

The 3,000 nurses from all countries and climates will 
also be enjoying to the full the many social events planned 
during the Congress week. These, with the stimulation 
of the discussions based on the central theme of ‘Respon- 
sibility’, to which the world’s leading nurses will contribute 
as chairmen and speakers at the daily sessions, will 
make the occasion an unforgettable |landmark in nursing 
history. 


St. Peter’s and Castel St. Angelo from across the River Tiber, Rome 
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By Air to Rome 


A LARGE CONTINGENT of the 560 nurses from this 
country who are attending the ICN Congress this week 
travelled by air to Rome on Saturday, May 25, among 
them the president and chairman of the Council of the 
Royal College of Nursing, Miss G. M. Godden and Mrs. 
A. A. Woodman, also Miss C. M. Hall, who will return to 
take up her post as general secretary of the College on 
June 3, Miss M. F. Carpenter, director in the Education 
Department, who with Miss M. D. Stewart (Scotland) and 
Miss M. E. Grey (Northern Ireland) are the six official 
representatives of the College at the Congress. The coaches 
from Waterloo air terminal to London Airport on Saturday 
morning carried many other gay and eager nurses to their 
rendezvous in Rome, including Miss I. H. Charley, who is 


representing the Occupational Health Section of the Royal 


College of Nursing. Miss Charley was to spend Sunday in 
Rome with some 55 members of the Old Internationals’ 
Association of Florence Nightingale scholars and fellows 
of the Florence Nightingale International Foundation from 
19 countries, including Poland. Forty-four nurses flew 
from Edinburgh and will spend a fortnight touring Italy 
after the Congress. (See also page 622.) 


TO ROME. Left to right Mrs. A. A. Woodman, M.B.E., Miss 
G. M. Godden, O.B.E., Miss M. F. Carpenter and Miss G. Ceris 
Jones at Waterloo Air Terminal on their way to the IC N Congress. 


Miss N. V. Beeby, R.N. 


NOT ONLY AMERICAN NURSES, but also many nurses 
in this and other countries, will have learned with regret 
of the death, on May 17, of Miss Nell V. Beeby, r.N., 
internationally known as the nurse editor of the American 

Journal of Nursing. Miss Beeby, who was 60 years of age, 
had given 37 years of service to the nursing profession. 
She completed her basic training at St. Luke’s Hospital 
School of Nursing, Chicago, in 1919, and was for five years 
a staff nurse and obstetric private duty nurse in the 
Chicago area. From 1924-28 she was supervisor and in- 
structor in obstetrics and surgery at the Hunan-Yale 
School of Nursing in Changsha, China. Returning to St. 
Luke’s Hospital, Chicago, Miss Beeby became supervisor 
of the obstetric department and began to contribute 
articles to nursing journals. She also found time to con- 
tinue her studies at the University of Chicago and later 
at Teachers College, Columbia University, New York, 
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GIFT OF 
NURSING 
JOURNALS 


The badge and chain 
of office to be worn by 
the president of the 
International Council 
of Nurses presented to 
Mile Buthet at the 
opening of the Rome 
Congress as a@ gift 
from the nursing 
journals of member 
countries of the ICN. 


obtaining the B.s. degree in 1936. While at the latter, she 
began her career with the American Journal of Nursing 
and was appointed assistant editor in 1936. Twelve years 
later she succeeded Miss M. M. Roberts as editor. Miss 
Beeby was born in India, her parents being American 
missionaries there; perhaps this fact and her nursing work 
in China, with her extensive travels for the American 
Journal of Nursing in postwar Europe, gave her the 
international outlook on matters concerning the profession 
which made her so widely known and so widely welcomed 
by the nurses of many countries. At the time of her death 
Nell Beeby was busy completing a survey of the world’s 
nursing publications for presentation at the International 


‘Congress in Rome. 


The Ranyard Nurses 


CELEBRATING ITS CENTENARY this year the Ranyard 
Mission, whose 150 district nurses work in seven London 
boroughs, is organizing several events in London in the 
next few months. Highlights include a thanksgiving 
service at St. Martin-in-the-Fields on June 19 at 3 p.m. and 
a garden party in Lambeth Palace grounds on July 10 
when Dr. Geoffrey Fisher, Archbishop of Canterbury, and 
Mrs. Fisher will be present. The nursing branch of the 
Mission, the Ranyard nurses, was founded by Mrs. 
Ranyard, encouraged by Agnes Jones, the friend and 
colleague of Florence Nightingale. In 1948 the London 
County Council asked the Mission to continue the selection, 
training and employment of its own nurses but the greater 
part of the cost of the service is borne by the London 


County Council. 
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SUMMER MEETINGS 


TUDENT nurses from ge of 
student nurses talk to 
all over the country met MissG.M.Godden atthe 


their colleagues in Lon- ayy at The Hospital 
donlast week for the Student for Sick Children, Great 
Nurses’ Association’s Sum- Ormond Street. 
mer Meetings—an all-day 
conference and a social even- 
ing on May 21, the annual service and the annual 
general meeting on May 22. 

The Cowdray Hall was crowded for the con- 
ference on ‘Recruitment to and Wastage from 
the Nursing Profession’. The warm applause 
which greeted Dame Elizabeth Cockayne, chief nursing 
officer, Ministry-of Health, when she was introduced as 
chairman of the conference by Miss R. A. Lucas, 
chairman of the Association, was matched by her own 
characteristic warmth and friendliness as she con- 
ducted the proceedings. Short addresses by Miss L. E. 
Charlesworth, headmistress of Sutton High School, Miss E. 
Drinkwater, northern area representative of the Central 
Representative Council of the Association and Miss M. M. 
Edwards, Nursing Recruitment Service, King Edward’s 
Hospital Fund for London, opened the way for the keen, 
fast-moving discussion which followed. 

Miss G. M. Godden, president of the Royal College of 


Student nurses 
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Miss: R. A. Lucas, chairman of the 
Association, addressing the conference in 
the Cowdray Hall. Left to right: Miss 
H. M. Downton, Miss M. M. Edwards, 
Dame Elizabeth Cockayne, chairman of the 
conference, and Miss E. Drinkwater. 


Student 
Nurses’ 


Association 


Nursing, and Miss H. M. Downton, chairman of the 
Association’s Finance and Establishment Committee and 
matron of University College Hospital, joined with others 
on the platform in the discussion. It would seem that, 
although petty irritations still exist and affect recruitment 


and wastage, there have been improvements all round and, 


to quote Miss Lucas, “In spite of all the difficulties, each 
one of us, although we might not say it, is proud and happy 
to belong to the profession.”’ 

Problems were put aside for the evening when mem- 
bers were guests of Miss G. M. Kirby, matron, and nursing 
staff of The Hospital for Sick Children, Great Ormond 


(continued on page 6271) 


at the con fevence. 
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World Health 
Assembly 


and 
Technical 
Discussions 


MAY 1967 


by FRANCES BECK, B.A., 


M.A.(COLUMBIA), S.R.N., 
REG. SISTER TUTOR. 


In the park of the Palais des Nations: second from left, president of the pot proposed here to do more than menti 
Assembly Dr. Sabith Hassan Al-Wahbi, chief delegate and former Minister of by means of 


Health for Ivaq, with Dr. M. 
of the World Health Organization. 


ENEVA must mean many different things to 
many different people; for instance to the tourist 
it is one of the great cities of Switzerland, built 
on the shores of the lovely Lake of Geneva. To 
others it is a city of conferences political and pro- 
fessional. To doctors and nurses and all those whose 
concern is health it is the city of the World Health 
Organization. I was therefore especially appreciative 
of my first opportunity of visiting Geneva, and of assisting 
at the 10th World Health Assembly and Technical Dis- 
cussions as an observer, representing a non-governmental 
organization, the International Council of Nurses. 
On Monday, May 6, I paid my first visit to the Palais 
des Nations. From this visit three impressions remain in 
my mind. The first is the wonderful situation of the Palais 
des Nations which, surrounded by spacious grounds, 
overlooks the Lake of Geneva. The splendour of the 
situation is best appreciated from within the building 
itself, especially when the sun shines and both sky and 
lake are blue. The second impression is of the magnificence 
and dignity of the Palais itself, and of the peace and 
unhurried calm which are somehow created, although one 
realizes that somewhere behind the scenes many people 
are working at innumerable and varied tasks. The third 
impression is of the courtesy of all the staff, especially 
perhaps of those whom the visitor first meets in this vast 
world of corridors and rooms. 


Plenary Meetings 


The work of the World Health Assembly is conducted 
by means of plenary meetings and by the various com- 
mittees which are established during the Assembly. It is 


G. Candau, director-general, and two officials 


questions as programme and budget are dis- 
cussed and decided upon. With regard to the 
plenary meetings, the following account presents 
information on the discussions arising from the reports of 
the director-general and of the Executive Board. An 
account is also given of certain addresses made during 
the plenary meetings. 

The 10th World Health Assembly opened on May 7 
in the Assembly Hall of the Palais des Nations, and was 


attended by delegations from most of the 88 member or 


associate member states of WHO, and by observers from 
the United Nations, the Specialized Agencies and other 
medical, scientific and professional organizations. The 
Assembly met to review the work of WHO in some 120 
countries and territories, and to make plans for future 
activities. It considered the programme for 1958 as 
proposed by the director-general. : 

The retiring president, Professor Jacques Parisot, 
honorary dean of the Medical Faculty at Nancy, France, 
presided over the Assembly and declared it open. He 
welcomed those attending, and mentioned especially the 
delegates from four countries, Albania, Bulgaria, Poland 
and the USSR, which had resumed this year their active 
participation in the work of WHO. He acknowledged 
with gratitude the presence of the secretary-general of 
the United Nations, Mr. Dag Hammarskjéld. The presi- 
dent recalled the recent death of Dr. Gérard Montus, 
deputy director of WHO’s Regional Office for Europe, 
and of Dr. R. Gautier, former assistant director-general 
of WHO, and paid tribute to their memories. 

In the course of his address the president mentioned 
the progressive development which has taken place in 
the prevention of epidemic disease; the remarkable change 
in the health conditions of people due to the use of anti- 
biotics; the contribution of research, the results of which 
could be shared by many countries; the continuing need 
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for research and those trained to undertake it; the pro- 
amme of health education promoted by WHO and 
supported by the collaboration of Unesco. In speaking 
of the need for co-ordination of effort, Professor Parisot 
mentioned the collaboration which linked WHO with 
other agencies, such as UNO, FAO and Unesco. He 
referred to questions concerning increasing industrializa- 
tion, and especially those arising from the application of 
the techniques of automation and the use of atomic energy. 
In this respect Professor Parisot said: ““The danger 
arising from these new techniques, particularly in the 
atomic field, is too often due to the fact that more 
importance is given to industrial development than to 
systematic research into measures to ensure the safety 
of the worker.’’ The possible dangers to health arising 
from the tests carried out in connection with atomic 
energy were pointed out, and the personal reflection 
offered that one day the costs resulting from the effects 
on health of such activities might surpass the costly outlay 
of the actual tests themselves. i 
On the conclusion of the president’s address Mr. Ham- 
marskjéld said that it was reassuring to realize that people 
were more and more aware of the dangers of disunity and 
of the possibilities of closer collaboration and the absolute 
necessity of finding reliable means for living and working 
together. In conclusion he said that our presence at the 
Assembly witnessed that a world which was fighting for 
a healthier, a more stable and better life had understood 
that the fate of each one was linked with the good of all. 
The chairman of the programme committee of the 
Executive Board of Unicef addressed the Assembly, and 
offered to it the good wishes of his organization. He said 
that in 1956 some 30 million children, nursing and pregnant 
mothers benefited from the chief large-scale disease- 
control campaigns, and child-feeding programmes aided 
by Unicef, and that in 1957 it was hoped that over 
45 million people would receive benefit. He stressed the 
very close co-operation between Unicef and WHO. 
The remainder of the first plenary meeting and the 
second plenary meeting were devoted to the establishment 
of the main committees and the first reports of certain 
committees and to the election of the president and the 
vice-presidents of the Assembly, and the election of the 
chairmen of the main committees. Dr. Sabih Hassan 
Al-Wahbi, chief delegate of Iraq, was elected president and 
Dr. M. Materi, Minister of Public Health, Tunisia, Dr. 
Donald A. Cameron, Minister of Health, Australia, 
and Dr. O. Vargas-Mendez, Director-general of 
Health, Costa Rica, were elected vice-presidents. 


Welcome to Ghana 


C03 


He added that this duty had been recognized in the 1958 
programme. | 

The president referred to the invitation of the govern- 
ment of the United States of America to hold the 11th 
World Health Assembly in that country. Before closing 
his address Dr. Al-Wahbi recalled that it was May 
8, the 129th anniversary of Henri Dunant, and that 
by a happy coincidence this anniversary coincided with the 
observation of World Red Cross Day. 

The president’s address was followed by matters 
concerning the agenda of the Assembly, including the 
adoption of proceedings for Technical Discussions, and 
the terms of reference for the main committees. The 
reports of the Executive Board at its 18th and 19th 
sessions were then presented. 

The fourth plenary meeting took place in the after- 
noon of the same day, and began with the second report 
of the committee on credentials. This was followed 
by the report of the director-general on the work of WHO. 


Director-general’s Report 


The director-general, Dr. Candau, noted that WHO 
had supported some 700 projects in nearly 120 countries 
and territories. With regard to the youngest of the 
Organization’s activities, that which concerns the peaceful 
use of atomic energy, he said that, following the wish of 
the Assembly, he had advocated with governments the 
need for close collaboration between those concerned with 
industry and those concerned with health. The Organiza- 
tion had also directed its efforts to the study of problems 
concerned with this new form of energy. 

Dr. Candau recalled that this year was the 50th anni- 
versary of the creation of the Office Internationale 
d’Hygiéne Publique, and the 100th anniversary of the 
birth of Sir Ronald Ross, the pioneer worker in the study 
of malaria. He referred to the work of Sir Ronald Ross, 
and pointed out that countries were becoming increasingly 
aware that “‘eradication of malaria is the only possible 
solution of the problem and also the most economic.” 
Before concluding, the director-general welcomed the 
delegates from Ghana, and-expressed the hope that WHO 
would benefit in the near future by the complete collabora- 
tion of all its members, which hope was, he said, in part 
realized by the return to active membership of Albania, 


At the third plenary meeting on the second 
day, Dr. Al-Wahbi gave his presidential address. 
He welcomed the delegates from the independent 
state of Ghana. He said that after nine years 
of work the Organization was equipped to carry 
out its task with the greatest efficiency. He paid 
tribute to the World Health Assemblies, the 
Executive Board and the director-general. He 
referred to what Professor Parisot had said re- 
garding the potential health dangers connected 
with the peaceful and warlike use of atomic 
energy, and said ‘‘this Organization has a clear 
duty to the people of the world in keeping a 
close watch to ensure that the certain benefits 
accruing from this power are not accompanied by 
effects harmful to this or succeeding generations.” 


Delegates to the 10th World Health Assembly in the 
Assembly Hall of the Palais des Nations, Geneva. 
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Bulgaria, Poland and the U.S.S.R. ; 

After the director-general’s report, the chief delegate 
of Ghana, Mr. L. Abavana, addressed the Assembly and 
expressed on behalf of the government and people of 
Ghana their gratitude and satisfaction on the admission 


of their country to WHO. He added that Ghana was 


no stranger to the work of the Organization. He referred 
to the health problems of his country and also to progress 
made in curative and preventive medicine, noting how 
yellow fever, smallpox, sleeping sickness and yaws had 
already been largely brought under control. He mentioned 


achievements in leprosy control and work remaining to. 


be done to overcome tuberculosis, malaria, waterborne 
diseases and the incidence of blindness. He indicated the 
needs of his country for advice and specialists in relation 
to certain diseases and he hoped that what was being done 
in Ghana would be of value to other countries. 

The remainder of the fourth plenary meeting and 
later plenary meetings were largely concerned with 
discussion on the reports of the director-general and the 
Executive Board. Some points brought forward in the 
course of this discussion are here outlined. 


Points from Discussion 


Dr. J. Anouti (Lebanon) noted that encouraging 
results had generally been achieved in regard to malaria, 
tuberculosis and maternal and child health in his country. 
Science as it progressed posed new problems and the 
world had not yet learned to give the human person the 
respect which was his due. 

Dr. A. H. Radji (Iran) referred to the work of WHO 
in medical and health uses of atomic energy and especially 
to radio-isotopes. His government was especially inter- 
ested in this matter and would request assistance in it. 

Dr. Cao Xuan Cam (Viet-Nam) referred to the 
problem of infectious disease, to the work of WHO in 
association with his country in tuberculosis, to BCG 


vaccination teams working since 1953 and to the proposed | 


establishment of an anti-tuberculosis dispensary in 
Saigon. He said that the success of a campaign against 
tuberculosis depended on health education and that his 
government was concerned with this question. Eradicating 
malaria was a major problem; in 1956 a conference on 
malaria had been held at Saigon in which various countries 
participated. He alluded to the work of WHO in sending 
experts in public health administration, paediatrics, 


Miss Frances S. Beck, assistant director, Florence Nightingale 

International Foundation (left) with Miss M. Bayes ( International 

Confederation of Midwives) and Dr. A. Mantellos (Greece) chatting 
between sessions of the Assembly. 
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malaria and public health to Viet-Nam and he said his 
government had decided to raise the level of education in 
nursing and to start in September 1957 a three-year course 
in nursing education in the state schools of nursing. In 
medical education, he added, experience in public health 
was now required. 

Dr. Leroy E. Burney (U.S.A.) addressed the Assembly 
and introduced Mr. John E. Fogarty, who officially 
informed the Assembly that the Government of the 
United States had invited the World Health Assembly to 
meet next year in the United States. 

Dr. Donald A. Cameron, Minister of Health for 
Australia, pointed out that his government had provided 
both personnel and equipment for international health 
projects and had given technical assistance in Ceylon 
and Malaya. He said that some 300 people from Asian 
countries had come to Australia on fellowships, including 
postgraduate students in medicine and nursing and 
ancillary services. He mentioned the WHO Influenza 
Centre in Australia, and, when speaking on the subject of 
Technical Discussions, said it was the view of his govern- 
ment that health services should not be stereotyped. 

Dr. Assad Haroun (Syria) mentioned the work of his 
country in regard to béjel and malaria. He spoke hopefully 
of future developments in combating heart disease, cancer, 
mental illness and spirochaete infections, which experts 
appeared to foresee. 

Dr. M. Khomoutov (U.S.S.R.) noted advances in his 
country in eradicating such diseases as malaria, rickettsi- 
oses and smallpox. 

(to be continued) 


Nurse Tutor Registration 


GENERAL NURSING COUNCIL FOR SCOTLAND 
NURSE-TUTOR REGISTRATION—TERMINATION OF 
WAIVER CLAUSE 


|» emia 44 (2) of the rules framed by the General Nursing 
Council for Scotland under the Nurses (Scotland) Act 1951 
at present requires that an applicant for the Council's 
certificate of registration as a nurse tutor must have under- 
gone at least four years’ experience in nursing since regis- 
tration on any part of the Register including at least two 
years’ experience as a sister or male charge nurse in charge 
of a ward in an approved training school. Provided that until 
a date to be announced by the Council, with the consent of 
the Secretary of State, three years’ experience in nursing 
including one year’s experience in charge of a ward as afore- 
said, shall be deemed to be sufficient compliance with the 
requirements hereof. 

The General Nursing Council for Scotland hereby give 
notice that they have decided to amend their rules so that 
the proviso quoted above will cease to operate in respect of 
candidates who begin on or after September 1, 1958, a course 
for a sister tutor’s certificate recognized by the Council for 
the purposes of registration as a nurse tutor. 

Candidates, therefore, who begin a course for the sister 
tutor’s certificate on or after September 1, 1958, will be 
required to have undergone at least four years’ post- 
registration nursing experience, including at least two years’ 


_ experience as a sister or male charge nurse in charge of a 


ward in an approved training school, before being eligible 
to receive the Council’s certificate of registration as a nurse 
tutor. 

The amendments will include provision whereby the 
Council may at their discretion waive compliance with any 
of the requirements specified m the amended rule to such 
extent as they think fit in any particular case. 

The approval of the Secretary of State has been obtained 
to this announcement being made, but the amendments have 
still to be submitted to the Secretary of State for formal 
approval. 
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_ Miss F. G. Goodall, C.B.E. 


AN APPRECIATION 


Frances G. Goodall, C.B.E., S.R.N., today relinquishes the office 

of general secretary of the Royal College of Nursing which she 
has held since 1935, having served on the College staff for a period of 
nearly 30 years. We mark this occasion by publishing the following 
tributes written on behalf of her many colleagues within the pro- 
fession and in her wider associations, both national and international. 
These bear eloquent witness to the outstanding gifts and qualities 
through which Miss Goodall has contributed so much to the advance- 
ment of the Royal College of Nursing and which she will continue to 


A S readers of last week’s Nursing Times will have seen, Miss 


bring to her work for the profession. 

Mrs. H. M. BLatr-FIsH writes: well remember my 
first visit in 1928 to the College of Nursing in response to an 
advertisement for an officer of the College to be the assis- 
tant to the editor of the Nursing Times. The building 
impressed me greatly—the young nurse official who inter- 
viewed me, Miss Frances G. Goodall (then assistant 
secretary), still more with her poise, shrewdness and 
vivacious friendliness. With her encouragement I obtained 
the appointment, and in the ensuing span of nearly 30 
years I have seen the College grow immeasurably, and Miss 
Goodall, who succeeded Miss Rundle, has been its secretary 
for over 20 of those years. 

Perhaps the greatest of Miss Goodall’s many gifts has 
been her ability, in the College interest, to develop contacts 
with influential people in the outside world—indeed to 
make the description ‘outside’ inapplicable, to break 
through the isolation which still largely surrounded nursing 
affairs, and to place them in their national (and often inter- 
national) setting. Lord Horder, Lady Norman, Lady 
Heald, Lord McGowan, a long succession of Ministers of 
the Crown, eminent doctors, lawyers, educationists, 
financiers, industrialists, Government officials, important 
visitors from abroad, all have become staunch College 
friends, on happy and informal terms with its Council and 
senior officials; and most of the credit for this must go to 
Miss Goodall. 

Before the last war deputations of nurses to Ministries 
were, as the College brochure, Observations and Objectives, 
puts it, ‘‘something of a concession, granted only in response 
to urgent request. Now their advice is actively sought on 
nursing and related matters, and submitted in the form of 
memoranda, often supported by oral evidence. Consulta- 
tion between the College and departments of Government 
has become so frequent that many points are adjusted 
without formalities.”’ 

Miss Goodall trained at Guy’s Hospital and before she 
came to the College she held posts at the Freemasons’ 
Hospital, Lewisham Hospital, the Royal London 
Ophthalmic Hospital and at Guy’s Hospital. Endowed 
with sensitive fingers, she had developed great skill in the 
care of eye patients, and at one time gave regular demon- 
strations to the College post-registration students. 

One of her first important tasks on becoming secretary 
was to prepare the College memorandum of evidence for 
the Athlone Committee, from which sprang the Rushcliffe 


Committee on Nurses’ Salaries, of which Miss Goodall was 
a member from its inception in 1941, becoming secretary 
of the Nurses’ Panel in 1947. Later she was secretary of 
the Staff Side of the Nurses and Midwives Whitley Council 
and in 1956 followed Mr. Colin Roberts as Staff Side chair- 
man. Among the many other positions she held outside 
her work as general secretary of the Royal College of 
Nursing was that of hon. secretary, in 1943, under Lady 
Norman, of the Women’s Advisory Council of the Nuffield 
Provincial Hospitals Trust; in the same year she was 
elected chairman of the British Federation of Business and 
Professional Women, of which she is now president. In 
that year, too, she became a member of the Ministry of 
Labour’s National Advisory Council for the Recruitment 
and Distribution of Nurses and Midwives, and has con- 
tinued her membership ever since. In 1947 she was in- 
vited by the Minister of Labour to become a member of 
the Women’s Consultative Committee set up by the 
Ministry, on which she still serves. 

In 1949 Miss Goodall was specially invited by the 
Ministry of Health to serve, in addition to the College’s 
official nominees, on the Standing Advisory Committee on 
Nursing of the Central Health Services Council; she is also 
a member of the central council and of the executive com- 
mittee of the Federated Superannuation Scheme for Nurses 
and Hospital Officers. In 1956 the Society of Registered 
Male Nurses made her an honorary member. 

No wonder Miss Goodall’s ‘IN’ tray is filled as quickly 
as it is cleared. No wonder the stacked folios on her desk 
grow in bulk and number, despite the attentions of her 
competent secretary, Miss Jean Page. Yet however 
crowded the desks and tables of her spacious office, there 
is always room for a new book or two and a vase of flowers. 

Perhaps something of this background can be sensed 
from the portrait of Miss Goodall by James Gunn, A.R.A., 
presented to the College together with a posthumous 
portrait of her predecessor, Miss Mary Rundle, by the 
Ward and Departmental Sisters Section. To my mind it 
reflects only the official side—recognized in the O.B.E. 
awarded to her in 1944 and the C.B.E., in 1953. There is 
little in the portrait of the more personal aspect of Miss 
Goodall as a human being, happy in the company of her 
two brothers, happy in her home life in earlier days in 
Kent, surrounded by her father’s dogs and birds, riding 
her horse at weekends; happy cooking, housekeeping and 
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entertaining in her compact little London flat ; a happy and 
sympathetic visitor in the country houses, great or small, 
of other people. It is not every visitor who is allowed to 
arrange her hostesses’ flowers, make the omelettes, lay the 
table for a party, take awkward and rather shy young men 
off their hands. Miss Goodall has done all these things, and 
welcome, for she did them with a sure touch. 

The long years of her mother’s last illness must have 
added greatly to the strain of Miss Goodall’s busy life. 
Yet she never failed to visit her at weekends and brought 
many a fairing for fellow patients and staff. She was full 
of kindly thought, usually expressed in a little note or card 
or gift, for people celebrating some happy occasion, for 
people sad or in trouble. All were remembered. 

Will Miss Goodall miss the burden of official duties 
she has carried for so long? Once she can relax the habit of 
grinding work and can concentrate on the equally import- 
ant jobs which remain, or which will unfold, I think she 
will be glad to give her many-sided nature a chance to 
reassert itself—her love of country life and home-making, 
her Mozart, her books. I foresee for her, not retirement but 
the taking up of a life of infinite richness and possibility.”’ 


Str FREDERICK LEGGETT writes: ‘“‘While the main 
motive for entering the nursing profession must always be 
the desire to serve one’s fellow men and women in a spirit 
of compassion, the Council of the Royal College realized 20 
years ago that, with the wider opportunities offered to 
highly qualified women in modern society, their aim to 
maintain in the nursing profession a strength adequate to 
the growing needs of the community made it necessary for 
them to take active steps to see that the status and emolu- 
ments of nurses should be such as to encourage a sufficient 
number to enter and continue in the profession. 

The College first became party to the Whitley Joint 
Councils for Local Authorities and by other preparatory 
steps became fully equipped to play a great part in later 
developments such as the Rushcliffe Committee and the 
joint negotiating machinery of the National Health Service. 
It was fortunate that the College possessed in its general 
secretary, Miss Frances Goodall, one who in character, 
temperament and ability was well fitted to act as leader in 
the difficult and complex negotiations in which the repre- 
sentatives of the College became involved. 

The College was fortunate also in having on its Council 
so many highly qualified women and, with their support, 
its position as the authoritative body for the negotiation of 
the salaries and conditions of State-registered nurses has 
been firmly established. 

Much has been done by conferences and study courses 
to bring the enlightened support of members of the College 
but few can have a real knowledge of the magnitude 
of the task of dealing with the complexities of the 
various nursing services and with the many individual 
cases which arise. A skilled negotiator, as Miss Goodall is 
recognized to be, must have a complete knowledge of the 
facts and, by previous thought, be prepared to meet all 
arguments, true or false, must know when to speak and 
when to be silent and, above all, must be patient in face of 
provocation and tolerant of the views and personalities of 
others. 

Miss Goodall has achieved a reputation far outside the 
nursing profession for her ability as a negotiator and has 
earned great respect and confidence. There is no short cut 
to such a position and no substitute for experience. It is 
to be hoped that her experience and prestige will not be 
altogether lost to the College which still has a hard road to 
travel to safeguard the interests of the profession. But 
Miss Goodall has made teamwork a marked feature of 
College administration and, in the heavy task before her, 
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her successor is assured of the support of an able and wel]. 
trained staff.”’ 


Mr. A. C. Woop-SMITH writes: “It was said of Sir 
Christopher Wren that he ‘built wisdom’ and that he 
needed nothing beyond his work to commemorate him. 
Such a tribute could aptly be paid to Miss Goodall. Her 
wisdom is legendary, while the value of her work over the 
years, not only for the College but for the profession as q 
whole, is too widely recognized and appreciated to need 
underlining. Assuredly, like Wren’s ‘monument’, it wil] 
stand the test of time and serve as a perpetual reminder of 
her outstanding accomplishments. | 

It has always seemed a little unfair to me (as a mere 
male) that one woman should command such a concentra- 
tion of ability and grace. Miss Goodall has a temperament 
to be envied. She has worn the mantle of high office with 
becoming dignity and assurance. No crisis or testing 
assignment ever found her wanting. I have been associated 
with her in many a wordy battle with authority—and if 
we have won more often than we have lost, this is largely 
due to the soundness of her judgement, to her unfailing 
patience and pertinacity; and her courteous (oh! so 
courteous) refusal to retire from any conference empty- 
handed! Is our argument weak—or perhaps a little vulner- 
able? Very well, then—let us make up for it by confronting 
the other side with the full impact of Miss Goodall’s 
winning personality and persuasiveness! 

Many of us may be forgiven for hoping that when, in 
our turn, we lay down the reins of office we shall be able 
to look back and claim, with equal justice, that we kept 
faith with those whose trust was our inspiration and 
‘seized on every moment of opportunity’ to serve and 
benefit them.” 


Miss J. M. T. PAGE, secretary to Miss Goodall, writes: 
“Persons of eminence in the nursing profession and beyond 
are paying tribute to Miss Goodall and her achievements. 
I write in the more homely vein allowed perhaps to one 
who has been in close contact with her during the whole of 
her secretaryship of the College. 

Miss Goodall is a wonderful person to work for—and 
with—because she makes you a partner in her under- 
takings. She is always sympathetic and attentive to the 
ideas and opinions of others and this, combined with her 
own sureness of judgement, is an intrinsic factor in her 
successful leadership. 

To work with someone whose mind is always reaching 
out and who is ever thinking and planning ahead in ad- 
dition to dealing with an extensive daily programme is no 
Sinecure but it is immensely stimulating and satisfying. 
The sense of adventure in sharing such work, with its 
exacting demands, its discouragements and its successes, 
is one of the rewards of belonging to Miss Goodall’s 
enthusiastic team at the College. A feeling of security, too, 
comes from the knowledge that a problem can always be 
discussed with her. However busy she is, however weighty 
the matters upon her mind, she will always listen and give 
wise counsel. 

She is a magician too! Lack of accommodation for 
instance has never been allowed to stand in the way of 
some new enterprise at the College. When every nook 


and cranny has been occupied by some buzzing activity 


she has seemed even to push back the walls to tuck in 
another Section, an appeals office maybe, or some other 
development. 

In addition to everything else she is a wonderful nurse. 
Or —is it because she is a wonderful nurse that she is every- 
thing else?”’ 


z 
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Nursing Emotionally Disturbed Patients 


2—by DOREEN WEDDELL, s.R.N., S.c.M., Matron, 
The Cassel Hospital, Richmond, Surrey. 


HE first article described the nursing approach 

which attempted to gratify the patient’s emotional 

needs, and how this failed. An investigation into 

the doctor /nurse/patient relationship showed that 
there was very considerable confusion of: roles which 
patients and staff could exploit, but with ever-increasing 
anxiety and disturbance of behaviour. 

This article begins with the redefinition of roles and 
responsibilities. Initially this was undertaken by the 
medical director, the principal administrative officer, and 
myself. Then each of us discussed the situation in our 
own departments so that eventually all the staff of the 
Cassel Hospital had considered and defined his or her 
own role in various working situations. The whole process 
took about two years. Some of the points arising from this 
procedure have been discussed in an article on ‘Human 
Relations in Nursing Administration’ in the Nursing 
Times, December 30, 1955. 

To summarize briefly, the following questions were 
asked: ‘‘Who is responsible to whom and for what?” 
‘Who provides what service and for whom?’’ Once these 
questions have been answered to everyone's satisfaction, 
rivalries, power-seeking, abrogation of responsibility, 
can be seen, understood and consequently minimized in 
effect. Once the executive structure of the hospital 
organization is clearly defined, then manipulations by 
patients and staff for their own ends can be seen for 
what they are. The situation is kept under constant 
review as each new staff member inevitably shapes his 
or her role according to his or her personality and 
capacities. This ensures that the structure is defined but 
not rigid. 


IV. CLINICAL ROLES AND RESPONSIBILITIES 


The discussions about clinical roles and responsibilities 
naturally centred on the patient. We began thinking 
about what happened to him when he came into hospital. 
During the period 1948-51 (first article) the most obvious 
occurrence had been regressive behaviour. To what 
extent were we responsible for this? Did we foster an 
expectation in the patient that he would be cared for, 
thought for, looked after? In acute illnesses things have 
to be done for the patient; usually he is already feeling 
and behaving more like a child than an adult. The essence 
of skilful nursing is then to sense and supply his need. 
When nursing patients whose difficulties are mainly 
experienced as disturbances of relationships with other 
people, the nursing task is quite different. To what extent 
did we help the patient to maintain his contact with the 
real world—his family, work and friends, even though 
these were the situations in which he experienced pain? 
In what situations did he experience greatest difficulty? 
How could we help him face them? 

In answering these questions there was a redefinition 
of the nurse’s role. 


Adapted from a paper given to the Psychotherapy and Social 
Psychiatry Section of the Royal Medico-Psychological Association 
in July 1956. 


(a) The role of the nurse 

The staff began to see their task not so much as being 
all-giving, all-pleasing mothers who would never frustrate 
their children, as had been their original aim, but rather 
as another human being, walking alongside, working with 
the patient, not just looking after him. To think for the 
patient in every situation is right and proper for nursing 
acute illnesses, but even then only during the early stages 
of the illness. Once this is over the nurse’s task changes 
and she has to help the patient face the problems of 
returning to home and work. This is where nursing in a 
general hospital comes near to the nursing approach I am 
trying to describe. 

In this hospital the nurse began to see that her role 
was to be available when wanted, rather than having to be 
used for reasons of her own satisfaction or prestige; that 
her task was to be interested in, not the deep emotional 
problems of the patient, but in the patient’s actual 
difficulties of daily living—at home, at work and at play. 
She found that in discussing practical ways of approaching 
and solving these problems with the patient, in putting 
her point of view on occasions, she had a task which was 
essentially nursing, though the relationship provided 
satisfactions of a different order from that of traditional 
nursing. She could be a woman with many capacities 
and interests of her own—she did not have to be a pseudo- 
doctor or perfect mother. The patient could then be 
thought of not as a child but an adult, a citizen, with 
diminished capacities perhaps, nevertheless a responsible 
person, who had something to contribute to as well as 
expectations of society. 

This approach called for major changes in two areas 
of the nurse’s own life. If she was to be interested in the 
patient’s day-to-day work, home, family difficulties and 
pleasures, she needed to know something of the problems 
and feel something of the same life stresses and enjoyments 
herself. If she took responsibility for her own way of 
living she would know what it was like to manage on a 
tight budget for food, clean the house, count the cost 
of entertaining, spend time on ordinary chores. So 
a change took place in the nurse’s actual living quarters 
and she began to take more responsibility for providing 
her own food, cleaning her own room and in fact managing 
her own daily life in a way that most ordinary people 
have to. It was at this time that the traditional nurse’s 
uniform was changed. Nursing staff now wear suits in 
winter and frocks in summer, of uniform colour and 
design suitable for wear in ordinary social situations. 

These changes in turn led to new nursing skills and 
satisfactions in the development of a changed medical and 
administrative structure. 


_(b) Administrative changes 


The administrative changes deriving from the investi- 
gation I mentioned earlier were mainly to enable the 
medical units of doctors, nurses, domestic staff and 
patients, each with their own area of the hospital, to 
become more self-reliant: for example, to enable each unit 
to work out its own particular procedures, at the same 
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time taking more responsibility for the daily household 
tasks that any family expects to do for itself, thus giving 
the patients a chance to move from invalidism to reason- 
ably healthy living. Each medical unit now had a financial 
budget within which it could buy required items. Each 
unit became responsible for providing a certain service 
for the whole hospital, a focal area where the staff, 
nursing and domestic, could work together with patients. 


(c) Practical nursing 


The nurse now embarks on a needed practical task 
and meets and talks with patients at that time. This has 
changed the nurse/patient relationship from a mutually 
dependent one to a reciprocal and mutually supporting 
one of equality. Sometimes the patient can do a task 
much better than the nurse and can show the nurse how 
to do something, and vice versa. This change from 
working for to working with patients is a different way 
of looking at nursing. On the one hand it brings back 
within its scope tasks that have been eschewed as domestic 
and not thought of or undertaken by professional nurses. 
On the other there is opportunity to learn new skills 
and a chance to understand the relationships that develop 
round the task, and between individuals; in the service 
of food, mending of linen, choosing of furnishings, colour 
schemes and so on. This provides new satisfactions and 
in turn the horizon of nursing interests is considerably 
expanded. The nurse has become group- and community- 
minded, rather than her interests being centred on an 
individual. She is concerned with understanding the 
patient’s relationships in various situations rather than his 
psychopathology. 


Applied to the convalescent wards of general hospitals 


this last sentence could read ‘“‘She can become interested 
in the patient’s relationships inside and outside the 
hospital as well as in his disease.’’ The group care of 
patients as undertaken in some hospitals as an experiment 
gives similar opportunities for the nurse to know about 
the patient’s family, his difficulties and pleasures at 
home or at work, his anxieties about returning home and 
meeting colleagues. The nurse may then be able to 
suggest ways of helping the patient with these problems. 
She can ask herself: ‘‘How can I help him while he is still 
in hospital? What services does the hospital provide 
through various staff members, that patients or their 
friends could provide for themselves? How can relatives 
be helped to feel that the patient is a member of their 
family and not the property of the hospital? How can the 
patient be helped to remember that ultimately he is 
responsible to himself for himself?’ 

In considering the 23 hours of the day that the 
patient is not with the doctor, we asked how did the 
patient spend his time, what sort of work could be 
expected of him inside or outside the hospital? We 
examined every work situation in the hospital and asked 
ourselves such questions as: Who is really responsible 
for this task? Who has the power to make or mar this 
situation? Who really feels the brunt of any decision 
about this? Can the patient be helped to help himself? 
What service does the hospital provide for the patient 
that the patient could provide for himself? How far is 
living in hospital similar to the kind of living he might 
achieve outside the hospital? What is the nursing task 
in relation to a particular situation? As a result we found 
that most patients could take quite a lot of responsibility 
for managing their own lives. There was no reason why 
they should not decide what time they would go to bed, 
what time they would get up, when they would have 
meals, what sort of meals to have, how they could look 
after hospital property. If the task is defined within 
reasonable limits, it can be accomplished. 
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The same approach can be useful in wards where 
patients are becoming ambulant and on their way to 
discharge from hospital. How do they spend their time? 
What tasks would they enjoy doing if allowed to? What 


can they do together with their relatives and friends? 


How can the patient be helped to take the initiative and 
feel responsible for himself and what he does? 

We found that the reduced consumption of drugs and 
this new approach radically changed the night-time 
situation I described earlier. At that time we had at least 
three nurses on night duty. Now we have one sleeping 
in the hospital, and only an orderly actually up at night, 
whose task it is tocall the nurse if anyone requires anything, 

So long as we had nurses on duty, then we had 
patients up and about—they both needed each other; the 
nurse needed someone to talk to in the lonely hours—the 
patient wanted to know what was going on; it was a 
mutually collusive situation. Nowadays it is quite rare 
for anything to happen after 11 p.m. When we first 
began this system the nurse stayed up until 1 a.m. and 
then went to bed, but we found the same phenomenon— 
patients stayed up too. Now the whole hospital is pretty 
well bedded down by 11 p.m. without any administrative 
action at all, just as a family sets its own night-time 
routine, and people go to bed when ready. 

Many of the things I have just described had pre- 
viously been situations of disagreement and _ tension 
between patients and the staff. They now became situa- 
tions for co-operation between the patients themselves, 
and between patients and staff, in which the staff could 
sometimes help patients to see what they were doing. 


[The next article will describe how the nurse is helped to 
understand this approach.] 


“Book Reviews 


Family Mental Health and the State 


—(World Federation for Mental Health, 19, Manchester Street, 
London, W.1, 15s.) 


Family Mental Health and the State, the full text 
report of the proceedings of the Eighth Annual Meeting 
of the World Federation of Mental Health, held in Istanbul 
in 1955, contains such a galaxy of topics from the mouths 
of so many leaders in the mental health field as to make 
the task of reviewing it adequately a difficult one. 

Apart from the opening and closing sessions, 
presided over by Dr. Frank Fremont Smith of the United 
States, president of the World Federation, and Dr. Rumke 
of the Netherlands, a past president, the meetings tackled 
the large topics of mental health and family life, mental 
health in the home, stress and its consequences, education, 
and cultural change and mental health. There is, therefore, 
material for almost every interest, but this is not a book 
to be picked up and glanced over at random. 

_. Perhaps for nurses the most interesting paper will 
be that by Dr. Kenneth Soddy of the United King- 
dom on ‘Mental Healfh and the Upbringing of Small 
Children’. Reading it one becomes aware of the enormity 
of the problem which faces every newborn child—that 
of coming to terms with its environment; the material 
in this paper may help those nursing children to understand 
a little more how much is demanded of a child when it is 
brought within the door of a hospital ward—and through 
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underst::ding, to be able to modify when necessary their 
own bei.:viour in conformity with the needs of the 
patient. 

To: ention but one further paper, that of Dr. Repond 
of Switz. land on ‘The Reactions and Attitudes of Families 
towards .ieir Physically and Mentally Retarded Children’ 
should i of considerable value to nurses in and out of 
hospitals who come in contact with such children. This 
paper | valuable also in its attempt to explore the 
reasons for some of the negative attitudes shown by 
parents of some handicapped children. When one has 
developed a feeling of empathy with a patient it is all 
too easy to find one’s attitude tinged with hostility 
towards relations of the patient whom one feels are not 
sufficiently understanding or patient or are in some way 
hindering the progress of the sick person. With additional 
knowledge such as that to be gleaned from Dr. Soddy’s 
paper, the nurse will be in a better position to understand 
what is really going on. 

Members of other disciplines than nursing will also 
find much of interest in the book. 

C.C., Psychiatric Social Worker. 


For Student Nurses 
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An Introduction to Therapeutics for Chiropodists 


—by Peter J. Read, F.cu.s. (Bailliéve, Tindall and Cox, 
Limited, 25s.) 

I found this book on the whole a wise, sensible study 
the author showing a remarkable knowledge of his subject. 
It gives a clear, concise and comprehensive account of all 
the outstanding drugs used in chiropody as well as many 
not so widely known, and which the reviewer feels sure 
will not be accepted by a number of chiropodists. 

The author has gone to a good deal of trouble in his 
researches into the different organisms causing foot 
troubles, but chiropodists in private practice owning a 
microscope to view these different organisms, and who are 
therefore able to classify them, are surely few and far 
between. 

The second part of the book contains a useful collection 
of monographs and two good appendices. 

A medical person interested in any branch of science 
would find that after reading this book he or she knew a 
little of the art and practice of chiropody. 

S.R.N., MCHS, 


A Suggested Answer to a State Examination Question, 
by the Sister Tutor Section, Royal College of Nursing. 


GENERAL NURSING COUNCIL FOR ENGLAND AND WALES 


FINAL SICK CHILDREN’S EXAMINATION 
Surgical Diseases of Children 


Question 1.— How would you recognize an infant as suffering 
from intussusception? How might the condition be treated? 

An intussusception occurs when there is sudden increase 
in peristaltic movement in the bowel due either to irritation 
by bowel contents (often traced to indiscretions in diet) or to 
the presence of a tumour within the lumen of the bowel. One 
portion of the bowel becomes invaginated and is dragged 
onwards into the lumen by peristaltic movements. This will 
eventually lead to obstruction of the bowel. This condition 
occurs most commonly in the ileo-caecal area and within the 
age group of eight months to two years, although it may be 
seen up to five years of age. 


The signs which would lead one to suspect that an infant 
was suffering from an intussusception would include: 

(a) A baby who has been previously healthy shows signs of 
sudden acute abdominal pain. He starts violently, draws 
up his legs and screams loudly. He becomes noticeably 
pale and may vomit but his condition improves when the 
pain subsides and the child often returns to rest or sleep. 

(b) Attacks recur at intervals and are very severe, the child 
becoming increasingly pale and exhausted afterwards. 

(c) A normal stool is often passed during an early attack of 
pain and is followed by constipation, but as the intus- 
suscepted bowel becomes swollen and congested, blood and 
mucus is passed into the rectum and may be seen on the 
examining finger of the surgeon. 

(qd) Persistent vomiting occurs as a late sign. Tenesmus may 
be present. The surgeon may also be able to palpate a 
large mass in the abdomen. 
If the condition is unrecognized in the early stages 
strangulation of the blood supply of the bowel occurs 
and signs of complete obstruction supervene. Vomiting 
increases and the child shows signs of severe shock with 
pallor, a rapid, feeble pulse, a falling blood-pressure and 
dehydration predominant. The gangrenous portion of the 
bowel gives rise to signs of toxicity and the child becomes 
grey, apathetic and exhausted in appearance. 


(e 


The treatment of this condition may be— 
(a) Surgical. This is a major surgical emergency. 
(5) Reduction by hydrostatic pressure. This is rarely attemp- 
ted and only in those children in whom operation may be 
deemed unnecessary or inadvisable. The introduction of 


barium under controlled pressure may be used. Reduction 
can only be successfully accomplished in the early stages. 

Surgical treatment aims at reduction of the intussuscep- 
ted portion of the bowel as soon as possible, while the blood 
supply to this portion is intact. If the bowel has already 
become gangrenous, that is, when the condition has been 
present for more than 18-24 hours, the affected area of bowel 
is resected and an anastomosis performed. 

The child is admitted to hospital, the diagnosis confirmed 
and with the parents’ consent he is prepared for operation 
immediately. Treatment of his shocked condition is in- 
stituted, parenteral fluid therapy is started and he is kept 
warm and quiet and handled as little as possible. Specific 
preparation for a laparotomy will include gentle cleansing of 
the operative area, gastric intubation and the administration 
of prophylactic antibiotics. Premedication of morphia and 
atropine according to age will also be ordered. A specimen of 
urine will be obtained and tested and blood-grouping and 


_ crossmatching carried out. 


Post-operatively, the care of the unconscious child and 
the treatment of a severe degree of shock are of primary 
importance. A clear airway is maintained, and parenteral 
fluid therapy and continuous gastric suction may be con- 
tinued. Rest is assured. Observations of the cardinal signs, 
the fluid balance, the degree of vomiting and the presence of 
abdominal distention, the presence or absence of bowel 
sounds, and the passage of flatus or faeces are made and 
recorded. If the child’s condition is uncomplicated by peri- 
tonitis, suction/drainage and intravenous therapy are 
gradually discontinued and oral fluids may be re-started four 
to six hours after return from theatre. Small amounts of 
diluted fluids are given at frequent intervals and are gradually 
increased in size and strength until normal fluids are being 
taken at the usual intervals. Mixed feeding is recommenced 
very gradually and consists of non-irritant feeds at first. 
Return to normal bowel action is noted and signs of con- 
stipation or diarrhoea reported at once. The child is turned 
regularly and the top of the bed elevated to prevent respiratory 
complications. The wound is left exposed and sprayed with 
an antibiotic powder. If all goes well alternate sutures are 
removed from the eighth to tenth day. 

Chemotherapy is discontinued and the child discharged 


- home to attend outpatient department at a later date for 


reassessment. The mother is instructed how to avoid con- 
stipation and indiscretions in diet which may increase the 
likelihood of recurrence, a rare complication. 
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Congenital Dislocation of the Hip 


TREATMENT DURING CHILDHOOD 


F. PEGLER, S.R.N., S.C.M., O.N.C., 
while a Ward Sister at Prince of Wales Orthopaedic Hospital, Rhyd-lafar, Cardifi. 


ONGENITAL dislocation of the hip can be 

divided into two types: (1) those in which the 

femoral head is subluxed at birth; that is, it lies 

wide of the acetabulum; a position favourable 
for luxation when the child starts to walk; (2) those in 
which luxation is present at birth; that is, the femoral 
head lies outside the acetabulum. 

The displacement may be either forward or backward ; 
in the latter case, which is more common, the femoral head 
lies on the dorsum of the ilium. Eighty per cent. of con- 
genital dislocation of the hip occurs in females, of which 
30 per cent. are bilaterally affected. The acetabulum is 
shallow and undeveloped, the femoral epiphysis compared 
with the normal hip shows delay in ossification, the joint 
capsule stretched and elongated, ligamentum teres atro- 
phied, abductor and adductor muscles shortened. The 
epiphysis of the femoral head does not appear until the 
child is six to nine months of age which causes difficulty 
in X-ray diagnosis before this time. 

Prior to walking, subluxation of the hip may be found 
on routine X-ray examination of the hips (when the child 
is being treated for other deformities such as talipes equino 
varus or calcaneo valgus) and the femoral shaft is seen to 


~ lie away from the innominate bone. 


Luxation of the hip may be suggested by the parents’ 
history that one leg is shorter than the other. 

The dislocation is more usually discovered after the 
child starts to walk when the parents notice a limp. 
Diagnosis is made on clinical signs confirmed by X-ray 
examination. 


Aetiology 


| 1. Osseous type. This is due toa primary defect of the 
acetabulum and the dislocation of the femur is a secondary 
and incidental phenomenon—this is the probable causative 
factor of the dislocation. The acetabulum appears as a 
condensation of mesoderm about the end of the fourth 
week of intra-uterine life—a shallow socket on the develop- 
ing innominate bone. Later the socket deepens and in 
particular the postero-superior part of the rim becomes 
pronounced. The constant defect in congenital dislocation 
of the hip is an aplastic condition of this buttress. From 
the viewpoint of treatment it is important to note that the 
aplasia may be a temporary one and that if the pressure is 
removed from the deficient area even after birth, a sub- 
sequent restitution to normal often takes place; this was 
stressed by Putti. This is the most frequent type. 


2. Muscular type. As a sequel to intra-uterine mus- 
cular dystrophy, muscles attached to the proximal end of 
the femur become fibrosed and, failing to keep pace with 
the growth of the skeletal tissues, the pelvic bone almost 
literally grows away from the fixed femoral head. 

3. Exaggerated intra-uterine pressure and oligo- 
hydramnios with the thigh fixed in a position of acute 
flexion and adduction causing abnormal pressure on the 


This thesis was awarded a prize of £25 by the Joint Examination 
Board of the British Orthopaedic Association and Central Council 
for the Care of Cripples. 


acetabular margin. 

4. Familial tendency to the condition. 

5. Geographical distribution demonstrated by Putti’s 
findings in Northern Italy (1927). 


Signs 


1. Shortening of the length of the limb on the affected 
side, sometimes increase in the number of cutaneous thigh 
folds. 

2. Gluteal fold is higher on the affected side. 

3. Limitation of abduction and rotation of the 
affected hip joint. 

4. The upper tip of the greater trochanter is prom- 
inent above a line drawn from anterior superior iliac spine 
to the tuberosity of.the ischium (Nélaton’s line). 

5. Telescoping of the hip is demonstrated by upward 
displacement of the greater trochanter on the pelvis, with 
upward pressure on the thigh. 

6. Trendelenburg test—the pelvis drops downwards 
on the opposite side when the patient stands on the 
affected side. 

7. On walking: (a) unilateral dislocation—there is a 
limp on the side of the dislocation, the cause of the limp 
is the inadequacy of the glutei minimus and medius; their 
functions given as abductors of the hip joint serve in walk- 
ing to tilt the pelvis to the weight-bearing leg, thus allow- 
ing the free leg to swing forward without touching the 
ground; (0b) bilateral dislocation—waddling gait, wide 
perineum, lordosis due to alteration in the line of weight- 
bearing behind the interacetabular line. 

8. X-ray shows (a) dislocation of the femoral head; 
(6) defective acetabulum; (c) delayed ossification of the 
upper femoral epiphysis. | 


Secondary changes in unreduced hips 7 
1. Deformity usually of the femoral head. 
2. Delayed ossification of the femoral epiphysis. 
3. Increased anteversion of the femoral neck. 
(Normal anteverston—if the dried femur is laid on the 
table with both condyles resting, then in the infant the 


neck of the femur will be found to be forming an angle 


forwards of 35° with the table. This angle decreases to 
about 15° in the adult.) 

4. Stretching of the joint capsule and ligamen- 
tumteres. 

5. Filling of the true acetabulum with fibro-cartilag- 
inous tissue. 

6. Establishing of a false socket on the side of the 
ilium. 


Main Differential Diagnosis 


Coxa-vara produces similar clinical signs as congenital 
dislocation of the hip, that is: (1) positive Trendelenburg 
sign and limp to the affected side; (2) shortened limb; 
(3) greater trochanter can be palpated above Nélaton’s 
line; (4) limitation of abduction; (5) X-ray examination 
reveals correct diagnosis. 

Poliomyelitis (affecting glutei muscles): (1) positive 
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Trendci*nburg sign and limp to affected side; (2) greater 
trochar er cannot be palpated above Nelaton’s line. 


History 


Tas condition has been recognized since 450 B.c. when 


an account of it occurred in the Hippocratic writings, so 
that we know it was familiar to the Greek physicians. 
Little mention is made of it again until 1820. 


1820 


laletta first described the pathological anatomy. 


1826 Idupuytren described it in greater detail; he con- 


1838 


1888 


1888 


1890 


1894 


sidered the disability to be incurable. 


Pravaz of Lyons used strong and continuous 
traction for four to eight months and then by 
extension and abduction and strong pressure under 
the great trochanter he replaced the femoral head 
in the acetabulum. His results were not particularly 
good, and the method was abandoned, but was 
revived about 1860 by Buckminster, Brown and 
William Adams. 


Alfonso Poggi of Bologna performed an open opera- 
tion; he deepened the socket and placed the femoral 
head in it. 


Paci successfully reduced and maintained the 
reduction of congenital dislocation of the hip by 
manipulation alone. 

Hoffa severed or detached many muscles and 
deepened the acetabulum. The results were not 
satisfactory, and there was considerable mortality. 
Lorenz of Vienna followed on but he was more 
conservative, and aimed at preservation of the hip 
muscles as much as possible. He adopted preliminary 
traction for some time before operation; then the 
adductors only were cut, the acetabulum deepened 
and the head reduced. Results were not too good. 
Redislocation or stiffening of the hip frequently 
occurred, and there was some mortality in the early 
cases but not in later ones. (Open operation at this 
time was extremely hazardous as aseptic technique 
was not fully developed. There were bound to be 
fatalities due to infection.) 

11th International Medical Congress in Rome. 
Congenital dislocation of the hip was discussed and 
papers were read by Hoffa and Lorenz advocating 


_ their open operation. Paci claimed he had practised 
bloodless reduction on 28 patients, 23 of whom had 


1927 


congenital dislocation of the hip; he claimed good 
results. He also demonstrated his manipulative 
methods before the assembly. From that time 
onwards manipulation held the field and open 
operation was reserved for the exceptional cases, 
that is, those that resisted manual reduction or in 
which the head was unstable after re-position. 
Lorenz was impressed and gave up his own operation 
and a year later brought out a modification of Paci’s 
procedure—instead of circumduction he introduced 
manual traction with abduction and leverage; with 
great energy he advanced the claim of the manipu- 
lative method and travelled widely to demonstrate 
it, coming to England in 1903. 

Putti practised in an area where congenital dislo- 
cation of the hip was common; the parents were 
therefore aware of the ill effect of delay or absence 
of treatment. Thus he was successful in getting 
infants under one year to the Rizzdi Institute at 
Bologna where he found that mere abduction of the 
hips prevented the subluxed hip from becoming 
dislocated, and the dislocated hip became reduced. 
He treated them by gradual abduction on a solid 
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FIFTY YEARS AGO 


NuRsING EpUCATION.— 
Not long ago, when urging 
upon a superintendent a 
plan for an advanced method in teaching nurses, the 
answer came: ‘‘. . . This isn’t a university, it is a 
hospital for the care of the sick.’’ Therein lies much 
food for thought. True enough a university aims at 
giving a general education, while a school for nurses 
is supposed to do just one thing—to teach nursing. 
If it may not be compared to a university, at least it 
ought to be able to endure comparison with a school 
for the teaching of any other specific branch of learn- 
ing, such as law, medicine or engineering. To assert 
that an attempt to bring the modern spirit into the 
teaching of nurses is a criticism of the women who 
have worked long and faithfully to bring about the 
success of today, is not fair, and is not the lesson their 
lives and work teach us. 


From the Nursing Times, 
May 1907 


triangular wedge (Putti’s mattress) which was 
inserted between the child’s legs and secured by 
straps. This treatment resulted in 94 per cent. 
perfect anatomical and functional cures. 


Treatment 


1. Aims of treatment 

(a) The best stimulus for proper development of the 
acetabulum is the pressure in it of the normal femoral 
head, therefore it is essential to reduce the dislocation as 
early as possible and before deformity of the head has 
developed. If the dislocation is reduced early there is a 
good chance that the acetabulum will develop along more 


normal lines and provide a stable socket for the head of 


the femur. 

(b) When reduction has been accomplished, the head 
must be maintained in the acetabulum until there is 
X-ray evidence of a normal acetabulum with the head 
well socketed and with no tendency to re-dislocate when 
immobilization is removed. 

(c) To obtain‘a stable hip if normal anatomy cannot 
be reproduced. 


2. Factors to be borne in mind 

In order to ensure a perfect anatomical joint with 
normal function, the reduction must at the outset be such 
that the femoral head is concentric with the acetabulum. 
Any departure from such an ideal is likely to produce 
restriction of function or to start a trail of degeneration 
leading to late osteoarthritis. 


3. Factors preventing proper reduction 

(a) The presence of a limbus (Somerville). The limbus 
is a fibro-cartilaginous rim attached to the margin of the 
acetabulum which it deepens (Gray’s Anatomy 1949). In 
an adult it becomes the labrum acetabulum of the normal 
hip. In congenital dislocation of the hip joint the limbus 
may be found turned into the joint to a varying extent 
forming a white glistening crescent like the meniscus 
in the knee. (Fig. 17). 

(b) Hour-glass constriction of the capsule due to 
stretching of the tube of capsule with collapse of tube. The 
zona orbicularis (Fig. 13, right hip) may be exaggerated 
and provide the constricting agency. 


4. Anteversion of the neck of the femur 

The normal degree of anteversion in a baby is 35° — 
decreasing to 15° in adult life. In a child with congenital 
dislocation of the hip the anteversion may be 70°-80°. 
The head of the femur is unable to engage in the acetab- 
ulum properly unless the child walks with extreme intoeing 
——that is to correct anteversion. (continued over) 
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METHODS OF TREATMENT 


that it must be kept clean and dry and careful \ atch js to # 


The present tendency is to perform open reduction 
as soon as it has been shown that closed reduction is 
impossible. Reconstructive operations are also performed 
early when it is clear that the development is not taking 
place naturally and the hip is going to be unstable. 


Manipulative reduction 


Manipulative reduction is_ usually Sitedapted in 
children up to three years of age. Under general anaes- 
thetic the hip is manipulated by the Lorenz method and 
the femoral head lifted in the acetabulum; the position of 
the leg is held in full abduction, flexion of the knee and 
external rotation of the limb is maintained by application 
of a ‘FROG’ plaster, extending from the nipple line to ankle 
on the affected side and to the knee on the sound side. 

The child is nursed on pillows until the plaster is dry 
and then allowed to crawl around the cot. This position is 
maintained from three to six months during which time 
the child can be cared for at home, the parents being care- 
fully instructed in the care of the child in plaster, as the 
nurses are instructed in the ward, particularly stressing 


2. 


Case Histories to Illustrate 


Methods of Treatment 


1. ANGELA 


22.10.54. Female child aged 2 years 3 months admitted. 
On examination: limp left leg; ? in. shortening left limb; 
limitation of abduction and internal rotation; telescoping 
of left hip; positive Trendelenburg sign; X-ray examina- 
tion confirms diagnosis of congenital dislocation of left 
hip (Fig. 1). 

30.10.54. Placed on divarication frame. 

30.11.54. X-ray report: femoral head opposite acetabulum 
(Fig. 2). 

6.12.54. X-ray report: femoral head not well reduced, 
hes low. Advise arthrogram (Fig. 3). 

8.12.54. Arthrogram report: limbus present in left hip 
preventing reduction (Fig. 4). 

15.12.54. Operation. Open reduction, limbus excised, 
plaster spica applied, leg 30° abduction, full internal 
rotation. 

12.71.55. Operation. Rotation osteotomy of femur. Plaster 
spica applied. 

17.3.55. M-ray report: good position of osteotomy. Head 
well contained. To kick free in cot. 

29.4.55. Allowed up walking. 

9.7.55. Discharged home. 

14.5.56. Visit to outpatient department. Patient walks 
normally. Trendelenburg sign negative. Acetabulum 
developed well (Fig. 5). 


be kept for fretfulness and unpleasant smell, si elling of 7 
extremities and tightness of plaster due to iicrease jp 
weight. The parents must also be told how to contact the | 
hospital when any complications arise. 


Visits are made to the outpatient department for | 


checking and reinforcing of the plaster. During this time | 
the joint capsule and other tissues adapt themselves to the | 


new condition, while the muscles regain their capacity for | 
normal function. That the acetabulum may be actually | 
enlarged by the presence of the head of the femur is proved § 
by the fact that secondary depressions are found upon the 9 
pelvis in anatomical specimens from older untreated 
subjects. 

At the end of three months the child is readmitted a 
hospital and the plaster changed under general anaesthetic, 
When X-ray examination reveals a very shallow acetab- 
ulum it may be decided to adopt the FROG plaster for a 
further three-month period. If satisfactory acetabular 
development is taking place the plaster is applied in the 
second position. In the second ‘position the hips are placed 
in 40° abduction, the leg in neutral rotation, knee extended, 
plaster again extending from nipple to ankle. The plaster 
is dried, position of the hips checked by X-ray examina- 
tion and child again allowed home. 

On completion of three months in this position the 
child is again readmitted, the plaster changed under 
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2. CHEATL 
ular 


the §§ 2/.2.55. Female child age 2 years 6 months admitted. 
On examination: typical waddle of bilateral congenital 


ced dislocation of hips; positive Trendelenburg sign; bilateral 
led, telescopy of femoral heads; limitation of abduction and 
ster internal rotation; X-ray examination confirmed diag- 
Na- nosis of bilateral congenital dislocation of hips (Fig. 6). 


1.3.55. Manipulation of hips; application of FROG plaster, 
X-ray reduction satisfactory. Discharged home. 

the 17.5.55. Bilateral hip spica applied in second position. 

der 19.555. Report on X-ray, hips remain reduced, poor 

acetabular development. 

| 25.7.55. Re-admitted for bilateral shelf operation because 
of inadequate development of the acetabulum. Plaster 
removed, child free in cot. 

2.8.55. X-ray out of plaster (Fig. 7). 

12.9.55. Left acetabuloplasty left plaster spica applied. 

11.11.55. X-ray report: shelf consolidating. 

21.11.55. Right acetabuloplasty right plaster spica applied. 

13.12.55. X-ray report: both femoral heads well socketed 
in acetabulum, shelf on each side adequate: 

6.1.56. Plaster spica removed. Free in bed, up in ward. 

27.2.56. Discharged home. 

28.3.56. Both hips satisfactory (Fig. 8). X-ray shows hips 
reduced. Shelf on both sides adequate. 


general anaesthetic, legs widely abducted and internally 
rotated, knees extended. The plaster is applied from groin 
to ankle on each leg and held in abduction by means of a 
wooden bar. These rotation plasters allow for circumduc- 
tion at the hip joint ; the malformed head is shaped and the 
acetabulum moulded by the moving head. After X-ray 


examination to check the position of the hips the child is 
nursed at home for a further three to six months in rotation 
plasters and these are removed when there is X-ray 
evidence of a normal acetabulum with the head well 
socketed. 

The rotation plasters are then removed and the child 
is allowed to crawl and later to walk, careful watch being 
kept on her as an outpatient for many years. 

The majority of children with congenital dislocation 
of the hip respond to this form of treatment successfully. 
Denis Browne’s hip abduction splint may be used 
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3. KENNETH 


1.7.53. Male child aged 17 months admitted for treatment 

of left congenital dislocation of hip. 
On examination: infant walks with a limp; Trendelen- 
burg sign positive; 4 1n. shortening left leg; restriction 
of abduction; X-ray examinations confirmed diagnosis 
(Fig. 9). Delay in treatment owing to child contracting 
infectious disease. 

12.10.53. Placed on frame and hip reduced. 

4.11.53. Application of double FROG plaster; child dis- 
charged home three days later, check X-ray having 
shown satisfactory position. 

24.2.54. Re-admitted, plaster changed, re-applied in 
second position. X-ray satisfactory, discharged home. 

24.5.54. Re-admitted. Internal rotation plasters applied; 
check X-ray shows satisfactory acetabular develop- 
ment. Discharged home. | 
The rotation plasters were retained for one year; child 
visited outpatient department for check of plasters and 
X-ray (Fig. 10). 

4.4.55. X-ray examination shows adequate formation of 
acetabulum, infant allowed to walk (Fig. 11). 

12.12.55. Child walks well. No abnormal signs. X-ray 
shows satisfactory progress (Fig. 12). 


instead of the rotation plasters. This consists of a metal 
bar which passes from mid-thigh on one side to mid-thigh 
on the other and is attached to the thighs by leather cuffs, 
so holding the legs in abduction. The child can learn to 
walk in this position. The principle underlying the use of 
this splint is as for rotation plasters. 
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Nursing care of the child in plaster 

1. The plaster is dried by exposure to the warm air 
circulating around it; it must never be covered until 
completely dry. 

2. The patient must be turned four-hourly to ensure 
even exposure and therefore even drying of the plaster. 

3. The plaster must be well supported on firm pillows 
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in suc’ | way as to prevent the edges of the plaster 
pressi! , into the patient. 

\reas of the body not covered by plaster 
must |: kept adequately warm; one of the methods 
whicl: :av be used in children is a vest, bodice and 
wooll:.; cardigan for upper extremities, socks and 
stocki: :s for lower extremities, reinforced by little 
blank«:s. 

_ 3 Care must be taken to protect areas from 
undue pressure, for example, keep heels free of the 
bed and treat pressure areas frequently, as when 
the patient is in a single plaster spica he will use the 
free leg to move himself and also dig his elbow into 
the bed, so the heels and elbows are particularly 
liable to become sore. 

6 In all patients the skin under the edges of 
the plaster must be carefully washed and eased 
away from the plaster for frequent massage and 
examination to prevent sore areas. 

7. In young children, especially those not 
trained in the use of a bedpan, great care must be 
taken to keep the plaster dry, and the buttocks and 
skin edges around the plaster in this area must be 
treated very frequently. 

8. Careful handling 
of the plaster—all con- X-RAYS oe 
cerned must be taught TRATING Te 


: ] r re in - INDICATION FOR 
care of plasters, care in 


turning, handling and TOMY OF FEMUR 
positioning. 
9. The child may be 


allowed to crawl around = in 
the cot or on a mattress subluxed. This sublux- 


in the play-pen in ation can be veduced by 


plaster. putting the hip into in- 
ternal rotations. 


Bin 


Reduction on a divarica- 


tion frame Fig. 15. leduction can be 
This is a method of maintained if a rotation 

obtaining gradual re- osteotomy of femur is done. 

duction by means of 

traction on a divarica- Fig. 16. Right hip shows 

tion frame. The infant shelf operation and rota- 


must be measured for a tion osteotomy of femur. 
frame and saddle; a div- 
ided saddle is necessary 
to allow abduction of both legs to 90°. The frame 
is a modification of the Jones’s double abduction 
frame and is provided with C-shaped cross bar. 
The saddle accommodates the back from the 
seventh cervical vertebra to the tip of the coccyx. 
The child is placed on the frame and saddle 
with skin extensions applied to both legs extending 
to immediately below the hip joint. Longitudinal 
_ pull is exerted by strong fixed traction to extension 
bows with the legs in about 20° abduction. The 
pelvis is controlled by groin straps and it is usually 
necessary to tie the frame to the foot of the bed 
which is elevated so that strong counter traction, 
using the patient’s weight, is provided. 


FIG.I7 
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The position is continued until X-ray shows that the 
femoral head ‘is opposite the acetabulum; at this stage 
gradual abduction is started and continued about 5° daily. 
When an angle of 70° abduction is reached, a cross pull is 
applied and abduction continued to 90°. At this stage 
there should be clinical and radiological evidence that 
reduction is complete. 


Method of application of cross pull 

A gutter splint is padded with felt and applied to the 
outer side of the thigh. A sling of firm material, such as 
ticking, is placed over the gutter splint and tied to the 
frame on the opposite side. 

This procedure takes from three to eight weeks vary- 
ing with the age of the child and the severity of the dis- 
location. X-rays are taken at weekly intervals. When the 
reduction is satisfactory, under general anaesthetic the 


child is removed from the frame, placed on a hip prop and 


the FROG plaster applied and retained for three months. 
Providing X-rays show satisfactory progress the pro- 
cedure followed is the same as after manipulative reduction. 


Nursing care of the child on a divarication frame 

1. The child should be placed on the frame as early in 
the day as possible. 

2. In so far as the child can understand, explain what 
you are about to do. | 

3. Sedatives may be necessary for the nervous child 
or for relief of pain. 

4. The bowels must be regulated and an aperient given 
two days before fixation; this helps to prevent frame sick- 
ness by putting the bowels at rest. 

5. The child is lifted on to the frame and saddle and it 
is important to see that she lies in the correct position, 
that is, seventh cervical vertebra level with the top of 
the saddle, tip of the coccyx at the fork of the saddle, and 
heels clear of the saddle legs. Extension tapes are tied to 
the bows; this position must be maintained throughout 
reduction. The legs are bandaged to the frame and saddle, 
nipple and pelvic bars moulded into position. 

6. Most children adapt themselves well to frame fixa- 
tion but in some much persuasion combined with firmness 
and kindness is necessary to see they take adequate solid 
and fluid diet. | 

7. Record urinary output and watch bowel action. 

8. The day after fixation elevate the foot of the bed 
and exert strong traction on the extensions, providing the 
child has settled. 

9. Extension tapes and cross pull must always be kept 
taut. 

10. Leg bandages must not interfere with blood or 
nerve supply to the limbs, and the feet must be exercised 
frequently to ascertain full movement. 

11. The groins and groin straps must be treated four- 
hourly. 


Open reduction 
Open reduction is reserved for those hips in which all 
closed methods of treatment have failed. An arthrogram 


(that is, intra-articular injection of 35 per cent. solution of — 


Pyelosil) often shows the limbus preventing reduction. 
(See Fig. 4, left hip, and Fig. 13, left hip.) The hip is 
opened and explored (either with or without preliminary 
arthrogram) the limbus removed and the joint is found to 
be stable on full internal rotation. The wound is closed 
and the limb fixed in a plaster spica in 30° abduction and 
full internal rotation. 

At open reduction the degree of anteversion of the 
femoral neck can be assessed. Correction of the anteversion 
is carried out later by laterally rotating the lower femur, 
after osteotomy, usually through 60°-70°; the child will 
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walk with the feet pointing forward, thus correctin: the 
anteversion. The child is immobilized in a plaster spi« a for 
six weeks after open reduction and for a further «ight 
weeks following the rotation osteotomy when further X- 
rays are taken out of plaster. If the X-rays show a well- 
socketed head in an adequately formed acetabulum: the 
child is allowed free in bed and gradually up. 

Usually the hip requires a period of three to six 
months in rotation plasters prior to walking or even 
longer when acetabular development is slow. 

The amount of anteversion of the femoral neck varies: 
when it is found to be minimal on open reduction the child 
is placed in a FROG plaster and continues in a series of 
plasters as for the closed manipulative method. 

When acetabular development is not adequate a shelf 
operation is carried out later. 


Acetabuloplasty or shelf operation 

Acetabuloplasty is designed for the hip in which there 
is marked shallowness of the acetabulum and is indicated 
in cases where there is failure of acetabular development. 
after closed treatment, to provide a roof over the femoral 
head. A Smith-Petersen approach is employed as in the 
operation for open reduction. The soft tissues and muscles 
are stripped off the ilium and a segment of bone is now cut 
from the iliac crest; with a curved osteotome a crescentic 
cut is made deeply into the bone around the upper part of 
the acetabulum and about half an inch away from it. The 
crescent of bone is then levered downward to form a pro- 
jecting ‘shelf’ above the femoral head. The bone taken 
from the iliac crest is cut into grafts which are wedged 
above the shelf in order to maintain its position, and the 
remaining space is filled with cancellous bone. (Fig. 18.) 
The wound is then closed and the limb immobilized in a 
plaster spica in about 30° abduction and internal rotation 
until the new acetabulum is fully consolidated, that is, 
eight to 10 weeks. At the end of this time the plaster is 
bivalved, hips X-rayed and providing the femoral head is 
in a good position and the shelf consolidated the child is 
allowed free and later allowed up, and discharged home 
after a period of weight-bearing in hospital to ensure that 
the hip is stable. 

The child is seen three-monthly as an outpatient for 
the first year after discharge and providing the joint is 
satisfactory twice the second year and subsequently once 
every year. 


Conclusions 


1. Congenital dislocation of the hip is a deformity in 
which the predisposing factors are present before birth; 
the cause is not proven. , 

2. Treatment must be started immediately the con- 
dition is diagnosed; prognosis in most cases is good. 

3. The essentials of treatment are to place the femoral 
head in the acetabulum and to retain it in this position 
until the head is well socketed in an adequately formed 
acetabulum. 

4. Those hips which do not respond to conservative 
treatment require surgical intervention to assist the aim 
in view. 
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STUDENTS’ 


* 


The News in Pictures— 

our Weekly Feature of 

Particular Interest 
to Younger Nurses 


SPECIAE 


Right: this charming 
study surely expresses 
youth and springtime: 
a student nurse among 
the apple blossom at 


Bromsgrove Hospital, 


nr. Birmingham. 


619 


(Photo: Birmingham Gazette & Dispatch.] 


Left: popular elephant Dumbo does his 

party trick of a curtsey for the spastic 

children who were given freedom of the 

Children’s Zoo on its opening day this 
season. 


Below: a collection of picture postcards 

from all over the world is an unusual 

hobby. ‘Dixie’ Dean, a student nurse 

at the Dreadnought Seamen’s Hospital, 

Greenwich, now has 890 cards from 76 
countries. 


Left: Persian girls push prams—they are 
taking a coursein childcare at Dr. Barnardo's * 
Village Home, Barkingside, at the special 
wish of Queen Soraya of Persia. Thetr ages 


range from 19 to 27. (Please turn over) 
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Don’t dive inio your subject without pre- 
liminaries .. . . they won't follow you! 


SUCCESSFUL speaker might be de- 
fined as one who makes friends with 


his audience when he begins, and. 


remains friends with them after he has 
finished. 

How is this done? Not by at once diving 
deep into your subject—expecting everyone 
to follow you without any sort of prelimin- 
aries—and not by stopping abruptly, with- 
out warning, leaving everyone floundering 
in the deep end, so to speak. Some speakers 
go to the other extreme, dithering about on 
the edge of their subject till people begin to 
lose interest, and being equally feeble at the 
end: smiling weakly—when their ideas (or 
their nerves) give out—with a ‘‘well, er, I 
think that’s all I’ve got to say, really... ”’ 
A remark that couldn’t be more obvious! 

When you first stand up, your listeners 
need to get themselves mentally adjusted to 
your subject and to you. If you have a good 
chairman he will already have helped a great 
deal in that direction, setting the right 
atmosphere with his friendly welcoming of 
the audience, and his enthusiastic introduc- 
tory remarks (prospective chairmen please 
note). But some chairmen chill the atmos- 
phere instead of warming it; and anyway, 
you have to prove yourself to your audience, 
whatever type of chairman supports—or 
unhinges—you. 

Remember that most audiences want 
to be friendly, so don’t be afraid to face them 
with a smile and never begin—or end—with 
an apology. They chose you to speak to 
them, so why let-yourself down—and be- 
little their judgement—by suggesting that 
you’re not as good as they thought you 
were? Get on, and do your best, nobody 
expects perfection. 

As for the actual words with which you 


4 


By courtesy 
Ethicon Sutures, Ltd. 
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The Art of 
‘Saying a 
Words’ 


Few 


The 
varying 
moods 
among 
your 
audience... 


start, don’t worry about these until the 
whole of the h is planned. During the 
planning the right approach will probably 


- come of its own accord: whereas, if you sit 


down in front of a blank sheet of paper and 
search around for an opening sentence your 
mind will soon become as blank as the 


paper. 


What is the Right Approach? It depends 
on your audience. If it is made up of people 
who are already familiar with the subject, 
then just a chatty sentence or two is 
sufficient for them to tune in. . . But if 
your hearers are new to it all, then you 
must allow longer for this initial ‘chat’. 

The opening of a speech is much like the 
opening of a conversation, which usually 
starts off with a little small-talk till a point 
of contact is found. Only kindred spirits 
can dispense entirely with the ‘‘How-are- 
you ’’-s and the ‘‘ Nice-day-isn’t it’’-s... More- 


MORE 
CAT-CHAT! 


“Well, I won't 
stand for that in 


MY Ward....” 


_ thing that will linger,in their memory, and 
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Marjorie Hellier, L.G.S.M. (of the 
Abbey School for Speakers; late of 
the Old Vic), continues her Series 
on Public Speaking fo Beginners 


over, in tuning in to an audience you are 
tuning in, not to one personality but to 
many—of different ages, different tastes 
different capacities; even if their age and 
type is similar their mental outlook is not, 
neither is their prevailing mood: some are 
feeling tired, some flippant, some in deadly 
earnest, and soon. Obviously, then, your 
preamble must be, literally, a Pre Amble~ 
a pleasant saunter, along some familiar path 
in which everybody can join. Try to find 
something that ‘rings a bell’ for as many of 
your hearers as possible: a topical news- 
item, the film at the local—even rock’n’ 
roll—always provided that you can link it 


- some way with the subject of your 

You have, of course, carefully planned, 
and timed, the whole thing ; deciding exactly 
what you can and can’t include (better to 
say a lot about a little than a little about a 
lot) dividing it into sections—that is, not 
darting (or ambling) from one idea to an- 
other and back again, but sorting your 
thoughts into groups, logically arranged— 
and humanizing each section with an apt 
illustration, drawn, if possible, from your 
own experience. 


What the Eye Sees... 


Man cannot learn by words alone. Why 
do books have illustrations? Why are picture 
Magazines so popular? Why are television 
aerials sprouting so rapidly from our roof- 
tops? Why the cult of the strip-cartoon? 
Because the human mind responds more 
rapidly when aided by the human eye. So 
the wise speaker appeals to the mind’s eye 
of his audience—with similes, comparisons, 
small incidents—illustrating his words with 
mental pictures that catch people’s interest 
by stimulating their imagination. 

And now, having firmly made up your 
mind, from the outset, that your First 
Speech, whatever kind it may be, shall not 
be turned into a Recited Essay, or a Public 
Reading, there are just two bits of it that 
you may permit yourself to write out in fall 
and memorize word for word—your first 
sentence, and your last one. To stand up in 
front of your audience and open your mouth 
knowing exactly what will come out w 
you start to speak; and to have clearly in 
the back of your mind precisely what your 
final words are to be, will have a most help- 
ful effect on what happens in between! 

' What of these Final Words? How to end 
is, in some ways, the most important 
question of all. Being the last thing that 
you say, your hearers are the more likely 
to remember it, so try to give them some- 
thing that sums up the spirit and intention 
of your speech: Not just a summary of the 
facts (though this is valuable, of course) but 
something more: acrystallizing of the things- 
that-matter-most behind these facts: Some- 


make them glad they came. 
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Student Nurses’ Association 


SUMMER MEETINGS 
, (continued from page 603) 


Street. Delicious cakes and canapés dis- 
appeared quickly and conversation buzzed 
loudly while people got to know each other, 
helped by a ‘find your partner’ game and a 
competition for guessing advertisements. 
The film Lavender Hill Mob, shown in the 
lecture theatre, was a great success. The 
evening passed much too fast and everyone 
found themselves hurrying to catch last 
buses and trains to the hospitals in and 
around London, where they were staying 
as guests. 
_ The annual service, held at St. Peter’s 
Church, Vere Street, on May 22, was con- 
ducted by the Rector, the Rev. J. R. W. 
Stott, and a moving address was given by 
the Rev. H. C. N. Williams, Rector of St. 
Mary’s Church, Southampton; a collection 
was made for the Sunshine Homes for Blind 
Babies and Children. 

Soon after 2 p.m. that afternoon it was 


standing room only in the Barnes Hall, 


Royal Society of Medicine, for the Associa- 
tion’s annual general meeting. Miss Lucas, 
chairman, welcomed guests and members. 
Miss Godden gave greetings from the Royal 
College of Nursing. A charming and, to her, 
unexpected tribute was paid to Miss F. G. 
Goodall, when she was presented with a 
bowl of early summer flowers as a token of 
the Association’s appreciation of her work. 
Reports of last year’s meeting, accounts and 


the results of the ballot for the Central 


Representative Council were dealt with; 
then came the news that the Association had 
become an organization in association with 
the National Union of Students, whose 

resident, Mr. Roland Freeman, had an 
intent audience as he spoke of the facilities 
now available to all members of the Student 
Nurses’ Association. 

After the meeting, members flocked round 
the stall provided by the NUS in the College 
headquarters, to gather pamphlets and talk 
to NUS members about the Union. (Full 
reports of the conference and annual general 
meeting will appear in the Nursing Times, 
of June 7). 


News inBrief 


PERTH ROYAL INFIRMARY.—A {12,700 
scheme for the construction of an antenatal 
clinic has received approval from the 
Eastern Regional Hospital Board. 


BRECHIN VICTORIA NURSING ASSOCIATION 
members and subscribers agreed recently to 
forward to the Court of Session a petition 
requesting that the re-formation of the 
association be sanctioned. Its aims are to 
provide medical appliances and help for the 
sick, poor and infirm of Brechin. 


Mr. H. S. GRAINGER, F.P.S., chief phar- 
macist, Westminster Hospital, hasagain been 
elected to the council of the Pharmaceutical 
Society of Great Britain. 


A SocrAL SECURITY CONVENTION was 
signed in London recently which provides 
for Israeli and British citizens to enjoy 
certain benefits in each other’s countries so 
that among other things by adding together 
the contributions paid in the two countries 


ANNUAL MEETING 
NEWCASTLE UPON TYNE 


National Association of State 
Enrolled Assistant Nurses 


they are entitled to receive medical treat- 
ment, industrial injury awards, etc. 


THE FRIENDS OF VICTORIA COTTAGE 
HospiTaL, Maryport, Cumberland, pre- 
sented to the wards their third television 
set, and have also completed their gift of 
30 hotel A.1. plate teapots, sugar bowls and 
cream jugs for the patients’ tea trays. 


THE COUNCIL OF THE NATIONAL ASSOCIA- 
TION FOR MENTAL HEALTH has approved 
the appointments of Mrs. E. M. Fraser as 
warden of ‘Parnham’, its residential home 
in Dorset for mentally frail old ladies, and 
Mrs. M. L. Crumley, as sister-in-charge. 


CENTRAL MIDDLESEX HOsPITAL is to open 
a shop where nurses and patients can buy 
sweets, cigarettes, etc. 


LIVERPOOL STANLEY HosPITAL MATRON, 
Miss E. B. Thorpe, is retiring after holding 
that post since 1935. Miss Thorpe who began 
her training in 1916 was hon. treasurer of 


Left: the Lord Mayor of Newcastle, 
Ald. Mrs. V. H. Grantham, and 
the Sheriff, Ald. J. Telford, receiv- 
ing guests at the Laing Art Gallery. 


Below: left to right, Miss Shaw, 
Miss Dreyer, Viscountess Ridley, 
Mr. Collingwood, Miss Butcher and 
Mr. Craft at the annual meeting. 
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In Parliament 


Royal Commission; 
Loss of Manhours due to Rheumatism 


HE Royal Commission set up in 1953 to — 

inquire into the law and administrative 
machinery governing the certification and 
detention of persons suffering from mental 
illness or mental] deficiency is on the point 
of completing its task, Mr. Vaughan- 
Morgan, Parliamentary Secretary, Ministry 
of Health, stated on May 20. The inquiry 
has been under the chairmanship of Lord 
Percy of Newcastle, and the report is 
expected by the end of the month. 

Mr. McAdden (Southend, East) asked the 
Minister of Pensions and National Insurance 
on May 17 how many manhours were lost to 
industry due to rheumatic and kindred 
complaints. 

Miss Pitt, Parliamentary Secretary, Min- 
istry of Pensions and National Insurance. 
My information is limited to cases where 
sickness benefit is paid. In 1954-55 the 
number of weekdays on which incapacity 
for work was certified due to rheumatic 
fever, rheumatism and arthritis totalled 
about 22 million. 


the Association of Hospital Matrons on 
Merseyside and a member of the executive 
committee. 


AFTER 50 YEARS’ SERVICE at the Burghill 
Hospital, Hereford, Miss A. Elks, deputy 
matron, is to retire in June. Joining the 
hospital in June 1907, Miss Elks became 
deputy matron in 1933. 


AN ADDITIONAL DISTRICT NURSE at 
Welwyn, Herts., will be provided with a 
house in the vill Hertfordshire County 
Council has adopted a health committee 
recommendation that a house should be 
bought at a cost not exceeding £3,000. 


GIFTS FOR TIVERTON HosPiTALs.—Post 
Hill Hospital has received an electric 
blanket, Belmont Hospital magazine sub- 
scriptions, and Tiverton and District 
Hospital standard lamps and trays from 
the Exeter and Western Counties Hospital 
Aid Society (Tiverton and Cullompton 
Area No. 2). 


LopGE Moor HOospitTaL, DERBYSHIRE, 
may have a natural forest screen. Sheffield 
Estates Committee plans to plant 40,000 
trees on the desolate moorland at Lodge 
Moor Camp; the project would show sub- 
stantial profits at the end of the century 
when the timber should be useful in the 
production of synthetic materials. 
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HERE 
and 


THERE 


OFF TOROME. Nurses from Scotland and Northern 
Ireland wave goodbye as they leave for the IC N Congress. 
In front, left to right, are Miss M. O. Robinson, chief 
nursing officer, Department of Health for Scotland; Miss 
Dickson, Gogarburn Hospital; Miss Fisher, Royal 
Hospital for Sick Children, Edinburgh, and Miss M. D. 
Stewart, secretary, Scottish Board, Royal College of 


Nursing. 


OFF TO CALIFORNIA 


ISS M. T. Robertson, who has been a 

nurse at Glasgow Royal Infirmary for 
many years and since 1945 has been deputy 
matron, left early in May to join her sister 
in San Fransisco. Miss Robertson received 
many gifts: a cheque from the board of 
management, a silver candelabra from senior 
nursing staff, a brooch from the nursing staff 
and a gold wrist watch from the nurses’ 
league in appreciation ot the work she has 
done as treasurer of the league. 


HAMMERSMITH MEMORIAL 
SERVICE 

MEMORIAL service to the late Mrs. 

Mary Matthews and Miss Florence 
Campbell, matrons of Hammersmith Hos- 
pital from 1910-37 and 1937-45 respectively, 
was held at the hospital on May 15. The 
congregation included Sir Allen Daley, Miss 
Lawson, Miss Dreyer, and members of the 
nurses’ league and present staff. 

In her address Miss G. M. Godden, present 

matron and president of the Royal College of 
Nursing, paid tribute to her predecessors. 


HOSPITAL CHAPELS 
DEDICATED 
REBUILT and redecorated chapel at 
St. Francis’ Hospital and a new chapel 
at the neighbouring Dulwich Hospital were 
dedicated by the Rt. Rev. the Lord Bishop 


of Dulwich on May 16. St. Francis’ chapel 
was bombed during the Second World War 
and is now restored fully. Dulwich Hos- 
pital’s new chapel is a small building, 
modern in design and furnished with fresh 
colours. 

A congregation of nurses from both 
hospitals, members of the management 
committee and friends of the two hospitals 


Above: NURSING 
TIMES reader 
Private J. Aldred, 
Q.A.R.A.N.C., in 


David Bruce Military 
Hospital, Malta. 


Left: WIGAN IN- 
FIRMARY’S new 
orthopaedic and 
physiotherapy build- 
ting was opened by Sir 
Harry Platt, presi- 
dent of the Royal 
College of Surgeons. 
With him are the 
Mayor of Wigan and 
Miss Gale, matron, 


the grounds of the . 


> 
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joined in the service at St. Francis’ Hospital 
and followed the Bishop to Dulwich Hos- 
pital next door for the dedication service. 


‘BLOOD IS LIFE” 


R. Dennis Vosper, Minister of Health, 

launched an appeal for more blood 
donors on Wednesday, May 8, at the British 
Council Theatre, London. Mr. Vosper spoke 
of the wonderful work that had been done 
during the past few years by the National 
Blood Transfusion Service and the equally 
wonderful service of the donors themselves, 
without whom no transfusions would be pos- 
sible, and he hoped that the number of 
voluntary donors would exceed that of 
previous years; over 800,000 gifts of blood 
were made last year. 

A film entitled Blood is Life was then 
shown demonstrating many miraculous 
savings of life due to blood transfusion. The 
film also shows the methodical efficiency 
and meticulous care with which the service 
is carried out. 


Y.W.C.A. FLATLETS 


HE Young Women’s Christian Associa- 

tion’s new plan for providing flatlets 
with club amenities at a weekly rent of two 
guineas reached a definite stage of progress 
in May when the first building, the Perry 
Common Y.W.C.A. Club House, was opened 
in Birmingham. The Association’s hostel 
service for young women is already well 
known but the flatlet service is designed to 
provide older women with a place of their 
own combined with the facilities and com- 
panionship of a club. 

Public interest in the scheme was first 
aroused when a model Y.W.C.A. flatlet was 
shown at the Ideal Home Exhibition in 
1955. Birmingham is now going ahead with 
another building plan for 65 flatlets and a 
new site for a club has recently been bought 
in the northern outskirts of London. 


MENTAL HEALTH TUTORS 
MEETING : 
HE Mental Health Tutors Association 
held a meeting at the Royal College of 
Nursing headquarters on May 18. Miss G. B. 
Carter spoke about her work as Boots Re- 
search Fellow at Edinburgh University 
studying the Nurse Tutor Course and evoked 
discussion and many interesting questions 
about the new Nursing Teaching Unit there. 
The Association is to hold a seminar at 
the Fountain Hospital, Tooting, on June 22, 
to discuss the new syllabus for training 
mental nurses. 
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Nursing Times Tennil Cup 


SECOND ROUND MATCHES 
to be played by June 15 


Highlands General Hospital v. The London 

Hospital. 
n Mary’s Hospital, Sidcup v. Hillingdon 

Hospital. 

Central Middlesex Hospital v. The Bethlem 
Royal and The Maudsley Hospital. 

St. Peter’s Hospital, Chertsey v. St. 
Bartholomew’s Hospital. 

Mothers’ Hospitalv. King’s coon Hospital. 

Farnborough Hospital  v. addington 

General Hospital. 

The Middlesex Hospital v. West London 
Hospital. 

Prince of Wales General Hospital v. St. 
Mary’s Hospital, Paddington. 


Harold Wood Hospital v. Westminster 
Hospital. 

Lewisham Hospital v. Harperbury Hospital. 

Hackney Hospital v. Willesden General 
Hospital. 

University College Hospital v. St. George’s 
Hospital. 

Rowley Bristow Orthopaedic Hospital v. 
St. Thomas’ Hospital. 

Kingston Hospital v. Bexley Hospital. 

St. John and St. Elizabeth Hospital v. 
West Middlesex Hospital. 

Royal National Orthopaedic Hospital v. 
Luton and Dunstable Hospital. 


FIRST ROUND RESULTS 


Harold Wood Hospital beat Oldchurch 
Hospital. A. 6—1, 6—0, 6—1; B. 6—1, 
6—3. Teams. Harold Wood: A. Misses 
Lewis and Dannatt; B. Misses Brooks and 
Saulite. Oldchurch: A. Misses Walsh and 
Durrant; B. Misses Short and Angus. 


Westminster Hospital beat St. Charles’ 
Hospital. A. 6—1, 6—3, 6—0; B. 6—0. 
Teams. Westminster: Misses Barnard and 
Hopkins; B. Misses Walkley and Jones. 
St. Charles: A. Misses West and Wood- 
Edwards; B. Misses Powell and Brisbane. 


Mothers’ Hospital, E.5, beat Edgware 
General Hospital. A. 6-4, 2-6, 9-7; B. 6-1, 
6-1. Teams. Mothers’: A. Misses Whitehorn 
and Harrod; B. Misses Thomas and Evans. 
Edgware General: A. Misses Sweatman and 
Waite; B. Misses Thomas and Roger. 


Willesden General Hospital beat British 
Hospital for Mothers and Babies. A. 6-2, 6-4, 
6-4; B. 6-1, 4-6, 6-1. Teams. Willesden 
General: A. Misses Shove and Barney; B. 
Misses Wilkinson and Shaw. Hospital for 
Mothers and Babies: A. Misses Brigden and 
Rayner; B. Misses Metcalfe and Gillett. 


The Middlesex Hospital beat St. Mary 
Abbots Hospital. A. 7-5, 6-3, 6-3; B. 6-4, 
6-3. Teams. The Middlesex: A. Misses 
Gibson and Beevis; B. Misses Richardson 
and Rolfe. St. Mary Abbots: A. Misses 
Molloy and Griffiths; B. Misses Kelly and 
Child. 


King’s College Hospital beat Charing Cross 
Hospital. A. 6-3, 6-1, 6-1; B. 8-6, 4-6, 6-4. 
Teams. King’s College: A. Misses Ryan and 
Peirce; B. Misses Felstead and Wilkinson. 
Charing Cross: Misses Phillips and Theo- 
bald; B. Misses Flood and Gibson. 


Bexley Hospital beat Whittington Hos- 
pital. A. 6-0, 6-0, 6-1; B. 6-0, 7-5. Teams. 
Bexley: A. Misses Brace and Wolfe; B. 
Misses Moylan and Nelson. Whittington: 
A. Misses Corbet and Coleman; B. Misses 
Allen and Killackey. | 


Farnborough Hospital beat The Royal 
Masonic Hospital. A. 5-7, 6-1, 6-0. B. 2-6, 
6-4. Teams. Farnborough: A. Misses 
Mottley and Loeffen; B. Misses Alderman 
and Lacey. Royal Masonic: A. Misses 
Broadbent and Green; B. Misses Stebbings 
and Wood. : 


Queen Mary’s Hospitai, Sidcup, beat 
King Edward Memorial Hospital, Ealing. 
A. 6 0, 6-1, 6-4; B. 0-6, 3-6, 4-6. Teams. 
Queen Mary’s: A. Mrs. Hawes and Mrs. 
Lavis; B. Misses Reading and Wilding. 
King Edward: A. Misses Pheby and Bell. 
B. Misses Ronald and Bevan. - 


West London Hospital beat St. Helier 
Hospital. A. 6-4, 6-4, 7-5. B. 7-5, 4-6. Teams 
West London: A. Misses Few and Morris; 
B. Misses Munns and Thompson. St. Helier: 
A. Misses Speed and Cole. B. Misses Bones 
and Pinkess. 


Luton and Dunstable Hospital beat St. 
Stephen’s Hospital. A. 6-3, 6-2, 6-3; B. 6-4, 
6-1. Teams. Luton and Dunstable: A. 
Misses Phillips and Ryley; B. Misses Gingell 
and Rus. St. Stephen’s: A. Misses Johnson 
and Bellail; B. Misses Willing and Portlin. 


Kingston Hospital beat Royal Richmond 
Hospital. A. 6-1, 6-1, 6-0; B. 6-0, 6-2. Teams. 
Kingston: A. Misses Cruickshank and Tip- 
ping; B. Misses Round and Turner. Royal 
Richmond: A. Misses P. Davies and O. 
Davies; B. Misses Clarke and Bosworth. 


St. Bartholomew’s Hospital beat Fulham 
Hospital. A. 4-6, 6-1, 6-2; B. 6-2, 5-7, 6-4. 
Teams. St. Bartholomew’s: A. Misses Hague 
and Day; B. Misses Bickerstaff and Jeaffre- 
son. Fulham: A. Misses O’Neill and Marles; 
B. Misses Fennell and Neiland. 


St. George’s Hospital beat St. Margaret’s 
Hospital, Epping. A. 6-4, 6-4, 6-3; B. 6-1, 
6-0. Teams. St. George’s: A. Misses Whit- 
field and Fay; B. Misses Russell and 
Gladstone. St. Margeret’s: A. Misses 
Braendle and Longley; B. Misses Sutton 
and Carter. 


Lewisham Hospital beat St. Leonard’s 
Hospital. A. 8-10, 4-6, 3-6; B. 6-0, 6-0, 6-1. 
Teams. Lewisham: A. Misses Preece and 
Rowberry; B. Misses Bunn and Murray. 
St. Leonard’s: A. Misses Griffin and Dixon; 
B. Misses Farrow and Miners. 


Hillingdon Hospital beat Princess Louise 
Hospital. A. 6-4, 1-6, 4-6; B. 6-2, 6-1, 6-4. 
Teams. Hillingdon: A. Misses Carey and 
Godfrey; B. Misses Coram and O’Rourek. 
Princess Louise: A. Misses Potter and 
Whitrow; B. Misses Fergusson and Harris, 
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Bethlem Royal Hospital and The Maudsley 
Hospital beat The Hospital for Sick Children, 


‘Great Ormond Street. A. 6-4, 9-7, 9-7; B. 


6-4, 10-8. Teams. Bethlem Royal and 
Maudsley: A. Mrs. Clive and Mrs. Dennis; 
B. Mrs. Beard and Miss Pons. The Hospital 
for Sick Children: A. Misses Newell and 
Howard; B. Misses Hunt and Frost. 


Highlands Hospital beat Evelina Children’s 
Hospital. A. 6-1, 6-1, 6-3; B. 6-3, 6-3, 6-1, 
Teams. Highlands: A. Misses Harrison and 
Garrod; B. Misses Barry and Cullen. 
Evelina: A. Misses Clarke and Logan; B. 
Misses Laughton and Irwin. . 


St. Thomas’ Hospital beat Hammersmith 
Hospital. A. 6-4, 5-7, 6-4; B. 6-3, 6-4. 
Teams. St. Thomas’ A. Misses Hibberd and 
Owen; B. Misses Reynolds and Flemming. 
Hammersmith: A. Misses Logan and Pughe; 
B. Misses Williams and Holmes. 


Central Middlesex Hospital beat Farnham 
Hospital. A. 6-1, 6-0, 6-1; B. 4-6, 3-6, 
Teams, Central Middlesex: A. Misses Cairn- 
duff and Taylor; B. Misses Lewis and 
Wiltshire: A. Mrs. Dexter and Mrs. Smith; 
B. Misses Morris and Crimp. 


Paddington General Hospital beat Becken- 
ham General Hospital. A. 6-2, 6-3, 6-0; 
B. 2-6, 6-2. Teams. Paddington General: 
A. Misses Griffiths and Mace; B. Misses 
Fairbrother and _ Lyson. Beckenham 
General: A. Misses Hazel and Griffin. B. 
Misses Crowder and Evans. 


The London Hospital beat Poplar Hospital. 
A. 6-0, 6-0, 6-2; B. 6-1, 6-1. Teams. London: 
A. Misses Trueman and Cullum; B. Misses 
Jones and Young. Poplar: A. Misses Lyon 
and Nerlon. B. Misses Norrington and Sayer. 


Harperbury Hospital beat Bushey Mater- 
nity Hospital. A. 6-1, 7-5, 7-5; B. 6-2. 
Harperbury: A. Misses Elliott and Pender; 
B. Misses Andrews and McCarthy. Bushey: 
A. Misses Bateson and Clemons; B. Misses 
Raunecker and Gorick. 7 


St. Mary’s Hospital, Paddington, beat 
Brook Memorial Hospital. A. 6-3, 6-8, 2-6; 
B. 6-2, 6-3, 6-3. Teams. St. Mary’s: A. 
Misses Hayward and Lloyd-Williams; B. 
Misses Lister and Talks. Brook Memorial: 
A. Misses McMichael and Peatt; B. Misses 
Child and Thomas. 


West Middlesex Hospital beat West Park 
Hospital. A. 1-6, 2-6, 7-5; B. 6-1, 6-0, 6-2. 
Teams. West Middlesex: A. Misses Seaney 
and Wilcox; B. Misses Hosford and Naidoo, 
West Park: A. Misses Harrington and Hick- 
man; B. Misses Reeves and Hughes. 


Prince of Wales’s General Hospital versus 
St. Giles Hospital. St. Giles’s Hospital 
scratched, Prince of Wales General Hospital 
walk over to second round. 


STAFF MANAGEMENT 
CONFERENCE 


ee conference of the Royal Institute of 
Public Administrators on Hospital 
Authorities and Staff Management was held 
at the Royal Empire Society, London, 
from May 20 to 22. 

Among speakers on the first day was Miss 
D. R. Waller, matron of the Central Middle- 
sex Hospital, who, with Dr. T. P, Rees, 
former medical superintendent of Warling- 
ham Park Hospital, led the discussion 
following a paper by Mr. G. A. Phalp, 
secretary and principal administrative 
officer of the United Birmingham Hospitals, 
on staff management in hospitals. , 
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College 


Sister Tutor Section 


Sister Tutor Section within the South 
Western Metropolitan Branch.—The general 
meeting planned to take place at Putney 
Hospital on June 6 at 8 p.m. has been 
cancelled. An open meeting will be held at 
No. 7 Knightsbridge (St. George’s Hospital), 
on Thursday, June 20, at 8 p.m. Miss G. A. 
Ramsden, R.R.c., will speak on her report 
The Work of Recently Qualified Nurses. 


Branch Notices 


Brighton and Hove Branch.—An execut- 
ive meeting will be held in the Royal 
Alexandra Hospital on Wednesday, June 19, 
at 7 p.m., followed by a general business 


RoyvaAL COLLEGE OF NURSING 
HEADQUARTERS, LONDON: 


Henrietta Place, Cavendish Sq., W.1 
EDINBURGH: 44, Heriot Row 
Be.rast: 6, College Gardens 


meeting at 7.30 p.m. Resolutions for 
discussion. 

Hastings and District Branch.—A business 
meeting will be held at the Arthur Blackman 
Clinic, Battle Road, St. Leonards-on-Sea, on 
Wednesday, June 19, at 6 p.m. 

Isle of Thanet Branch.—A meeting will be 
held at the Hill House Hospital, Minster, on 
Wednesday, June 19, at 7.30 p.m. Dr. B. 


Additions to the Library of Nursing 


American Dietetic Association. Manual for 

- Teaching Dietetics to Student Nurses* 
(Philadelphia. Saunders, 1949). 

American Nurses’ Association, Public Health 
Nurses Section. Functions, Standards 
and Qualifications for Public Health 
Nurses*t (New York. The Association, 
1955). 

in J. S. and Berman, P. Sterilization 
and Disinfection with special emphasis on 
Autoclave Sterilization; a handbook for 
nurses* (North Hollywood. A.T.I. 
Publishing Division, 1953). 

Birmingham Regional Hospital Board, 
Mental Health Services Committee. Re- 
port of Working Party appointed to 
advise on Standards of Staffing in Mental 
Deficiency Hospitals! (The Board, 1956). 

Cantor, N. Learning through Discussion* 
(New York. Human Relations in In- 
dustry, 1951). 

Central Office of Infirmation. Health Ser- 
vices in Britain (H.M.S.O., 1957). 

Cooke, R. G. A Summary of Medicine for 
Nurses (third edition) (Faber, 1957). 

Cornell University, New York, School of 
Nursing, in co-operation with the National 
League of Nursing, Division of Nursing 
Education. Toward better Nursing Care 
of Patients with Long-Term Illiness* 
(New York. National League of Nursing, 

. 1956). 

saenenbe: L. S. Progress Report on Birth 
Control (Heinemann, 1956). 

Frumkin, R. M. Hospital Nursing: a socio- 
logical interpretation* (Buffalo. Uni- 
versity of Buffalo, 1956). 

General Register Office. Register General’s 
Decennial Supplement England and 
Wales, 1951, Life Tables! (H.M.S.O., 
1957). 

Gregg, P. Social and Economic History of 
Britain, 1760-1955 (Harrap, 1956). 

Herford, M. E>M. Youth at Work: a study 
of adolescents in industry (Parish, 1957). 

Holborn, L. W. The International Refugee 
Organization: a specialized agency of the 


United Nations—its history and work, — 


1946-1952 (O.U.P., 1956). 

International Labour Office. Systems of 
Social Security—Great Britain (Geneva. 
I.L.O., 1957). 

Jackson, C. R. S. The Eye in General 
Practice (Livingstone, 1957). | 

Jensen, D. M. Principles and Technics of 
Rehabilitation Nursing* (St. Louis. Mos- 


by, 1957). 
McGolrick, B. and Sutherland, D. Hand- 


book for Nursing Aides in Hospitals* 
(Chicago. American Hospitals Associa- 
tion, 1953). 

Marsh, J. People at Work: essays and com- 
mentaries (Industrial Welfare Society, 
1957). 

Martin, H. W. and Simpson, I. H. Patterns 
of Psychiatric Nursing; a survey of psy- 
chiatric nursing in North Carelina* 
(Institute for Research in Social Science 
of the University of North Carolina, 1956). 

Micks, R. H. Materia Medica, -Pharma- 
cology and Therapeutics (seventh edition) 
(Churchill, 1957). 

Muller, T. G. Foundations of Human Be- 
haviour* (New York. Putnams, 1956). 
National Association for Practical Nurse 
Education. Clinical Teaching for Practical 
Nurse Education* (New York. The 

Association, 1953). 

National Organization for Public Health 
Nursing. Part-time Nursing in Industry; 
as provided by visiting nurses associa- 
tions in the United States*t¢ (New York. 
The Organization, 1956). 

Organization for European Economic Co- 
operation. The Prevention of Occupa- 

tional Accidents in the United States; the 
role of the human factor (Paris. The 
Organization, 1957). 

Oxford Regional Hospital Board. Training 
Nurses in General Hospitals; a report on 
a survey of four training schools! (The 
Board, 1957). 

Robson, W. A. The Welfare State (Hob- 
house Memorial Trust Lecture) (O.U.P., 
1957). 

Ross, I. Angel of the Battlefield—the life 
of Clara Barton* (New York. Harper 
Bros., 1956). 

Sackheim, C. I. Practical Physics for 
Nurses* (Philadelphia. Saunders, 1957). 

Scott, B. O. Principles and Practice o 
Diathermy (Lloyd-Luke, 1957). 

Shenfield, B. E. Social Policies for Old Age 
(Routledge, Kegan Paul, 1957). 

World Health Organization. Food Hygiene 
—Fourth report of the Expert Committee 
on Environmental Sanitation, Technical 
Report Series 104¢ (WHO, 1956). 

Who’s Who 1957! (Black, 1957). 

Williams, J. Psychology for Student Nurses 
(second revised edition) (Methuen, 1957). 

Wright, F. J. The Evolution of Industrial 
Organization (second edition) (Macdonald 
and Evans, 1957). 


*American publication tPamphlet 


Briant will speak on Down the River Stour. 

Worthing and South-West Sussex Branch, 
—a cocktail party will be held at 13a, Park 
Road, Worthing, on Saturday, June 29, from 
6.30-8 p.m. Will members wishing to be 
present please inform the secretary by 
June 18. 


ROYAL COLLEGE OF NURSING 
APPEAL 
for the Nation’s Fund for Nurses 


We should be most grateful if cheques for 
our fund could be made payable to The 
Royal College of Nursing—Special Funds 
Account. We send our grateful thanks to all 
who have sent donations this week and to 
Miss Esau for her gifts. We appreciate the 
efforts of the group of busy nurses who have 
raised such a big sum by means of a bazaar. 
Much hard work must have been done. 


Contributions for week ending May 25 


s. 
Alder Hey Children’s Hospital, Liverpool. 
Miss J. S. Boyd (per the Nursing Times). ‘In 
preciation of the work of the Nursing 
St. Helens Nursing Association. Part 
proceeds of a bazaar 
Mrs. M. Zamiarowa es 4 0 
Mrs. J. Grigg. Monthly donation 10 0 
College Member 36607. Monthly donation .. 20 
Total £53 13s. 
E. F. INGLE, 


Secretary, Royal College of Nursing Appeal for the 
Nation’s Fund for Nurses, la, Henrietta a. Cavendish 
Square, London, W.1. 


ANNUAL. MEETINGS 


BRIGHTON, JUNE 26-27 


A very full and interesting pro- 
gramme has been arranged, details of 
which appeared in the May 17 issue. 
Application forms may be obtained 
from the General Secretary, Royal 
College of Nursing, or Miss K. B. 
Perkins, Royal Sussex County Hos- 
pital, Brighton. 

See next week’s issue for further 
details about the professional con- 
ference. 


Dumfries and Galloway Branch 


Dumfries and Galloway Branch held a 
very successful sale of work in the recreation 
room at Dumfries and Galloway Royal 
Infirmary on May 18. Miss E. E. Graham, 
principal tutor at the Royal Infirmary and 
chairman of the Branch, introduced Mrs. 
R. L. Beveridge, Branch president, who 
performed the opening ceremony. 

As a result of this effort, which was in aid 
of Branch funds, the sum of £293 was raised. 


Florence Nightingale 


Commemoration 


NURSES FROM SCARBOROUGH HOSPITALS 
and detachments from the local branches of 
the Red Cross Society and St. John Ambul- 
ance Brigade attended a service at Christ 
Church on May 15 in commemoration of 
Florence Nightingale, organized by the 
Scarborough Branch of the Royal College 
of Nursing. The service was conducted by 


- the Ven. F. E. Ford, Archdeacon of the 
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East Riding and Vicar of Scarborough, and’ 


the address was given by the Rev. D. P. 
Bodycombe, vicar of St. Luke’s Church. | 
Scottish Board 
Scottish Hospital Nurses’ Lawn Tennis 
Challenge Cup 
FIRST ROUND 

Northern and North-eastern Region. 
Aberdeen Royal Infirmary. beat Aberdeen 
City Hospita] and now meet Royal Northern 
Infirmary, Inverness, who had a bye in the 
first round. . 

Eastern Region. Bridge of Earn Hospital 
beat King’s Cross Hospital, Dundee, B team, 
and in the second round meet King’s Cross 
Hospital, Dundee, A; Stracathro Hospital 
scratched to the latter in the first round. 
Perth Royal Infirmary meet Dundee Royal 
Infirmary. Both had a bye in the first 


round. 


South - eastern Region. Leith and 
Northern General Hospitals, Edinburgh, 
beat Western General Hospital, Edinburgh, 
B and meet Edinburgh Royal Infirmary B 
in the second round. The following all had 
a bye in the first round: Edinburgh Western 
General Hospital A, meet Maternity Hos- 
pital, Dunfermline; Edinburgh Royal Hos- 


pital for Sick Children meet Elsie Inglis 


Hospital, Edinburgh; Edinburgh Royal 
Infirmary A meet Princess Margaret Rose 
Hospital, Edinburgh. 

Western Region. Glasgow Western In- 
firmary A beat Glasgow Southern General 
Hospital, and meet Glasgow Royal Matern- 
ity Hospital, who had a bye in second round. 
Glasgow Royal Infirmary A beat Paisley 
Royal Alexandra Infirmary B and meet 
Glasgow Western Infirmary B in the second 
round; Stobhill Hospital, Glasgow, scratch- 
ed to the latter in the first round. Paisley 
Royal Alexandra Infirmary A, beat Glasgow 
Victoria Infirmary B and meet. Seafield 
Hospital, Ayr, who beat Glasgow Homeo- 

athic Hospital (Children). Glasgow Royal 
nfirmary B meet Glasgow Victoria Infirm- 
ary A; both had a bye in the first round. 


Joyce Green Hospital, Dartford.—The 
nurses reunion and prizegiving will be held 


at the hospital on Saturday, June 8, at’ 


3 p.m. All past members of the staff are 
cordially invited to attend. R.S.V.P. to 
matron. 

League of Royal Free Hospital Nurses.— 
The summer general meeting will be held on 
June 29. Chapel service 2.30 p.m., general 
meeting 3 p.m., tea 4 p.m. 

Oldchurch Hospital, Romford.—The 
Nurses League annual general meeting 
and reunion will take place on June 15 at 
3 p.m. preceded by a service in the chapel 
at 2.30 p.m. There will be a short entertain- 
ment to follow tea, in the nurses home. All 
past members of the staff are cordially 
invited. 

St. Giles Hospital, Camberwell, S.E.5.— 
The annual prizegiving and reunion will be 
held on Wednesday, July 10, at 2.45 p.m. 
A cordial invitation is extended to all 
former staff. R.S.V.P. to matron. 

Southmead Hospital Nurses League.—The 
reunion will be held on Saturday, June 15, at 
2.30 p.m. Church service; tea. Please write 
to matron if accommodation is required. 

The Royal Society of Health.—London 
meeting. The Effects of Radiation on the 
Individual, by Dr. F. G. Spear, deputy 
director, Strangeways Research Laboratory, 
Cambridge, at 90, Buckingham Palace Road, 
London, S.W.1, on Wednesday, June 12, at 
2.30 p.m. 


, From Our Belfast Correspondent 


THE CHANGING PATTERN of the mental 
health services in Northern Ireland is under- 
lined by the annual report of the Purdys- 
burn Hospital Management Committee. It 
is a pattern of increased admissions and 
increased discharges, crossed by a steadily 
rising percentage of younger, voluntary 
cases and of senile cases, that reflect the 
changing age-group relationships in the 
general population. The number of certified 
cases decreased by one during the year and 
that of temporary admissions by seven but 
the number of voluntary cases increased by 
118 and the admissions in the 65-and-over 
age group rose from 244 to 294. . 

Of these latter cases the report states: 
‘‘the number of admissions of senile —— 
shows no sign of decreasing and as this type 
of patient requires a great deal of nursing 
care, the treatment for other patients is 
greatly handicapped due to shortage of staff. 

It is merge equally characteristic of 
present-day trends that the report should 
reveal that greater numbers of alcoholics 
are now coming for treatment. Apomor- 


EDUCATION DEPARTMENT 


There are one or two unexpected 
vacancies in the PERSONNEL ADMINIS- 
TRATION CouRSE for matrons and chief 
male nurses, to be held at the Royal 
College of Nursing from June 17 - 28. 
Non-resident fee 25 gns. Form of 
application from the Director in the 
Education Department. 


APPOINTMENTS 


Army Nurses 


April 24, 1957 
E. Bal C. Barrett, 


Miss E. Ball-Dodd, Miss J 


Miss J. M. Moore, Miss M. G. Quinn, Miss B. 
Stack, Miss P. Sutton, Miss K. Twomey, 
Miss M. A. Wilson, Miss D. Worth. 


Pembury Hospital, Kent 

Miss J. JACOBS, S.R.N., S.C.M., has been 
appointed Matron and took up her duties 
on April 15. Miss Jacobs trained at Guy’s 
Hospital, Queen Charlotte’s Hospital, and 
the South London Hospital for Women. 
She spent five years as staff nurse and sister 
at Guy’s Hospital and from 1946-53 was 
matron of the Maternity Home, Heathfield, 
Sussex. Her most recent post was at the 
Maternity Home, Tunbridge Wells, where 
she has been matron since 1953. 


Sunderland General Hospital 

Miss J. C. LILLINGTON, §.R.N., S.C.M., has 
been appointed Matron. Formerly matron 
of Burslem, Haywood and Tunstall Hospital, 
Stoke-on-Trent, and Thingwall Hospital, 
Birkenhead, Miss Lillington was trained at 
St. Mary’s Hospital, Portsmouth. She takes 
up her new duties at the beginning of July. 


Mearnskirk Hospital, Renfrewshire 
M. M. MurRgay,, 8.G.N., R.F.N., 
s.c.M., has been appointed Matron from 
April 24. Miss Murray trained at Glasgow 


a: 


Royal Infirmary, the City Hospital for 


phine and Antabuse seem to have been 
successful in most cases; but the report lays 
stress on the necessity for follow-up work in 
these cases and pays tribute to the efforts © 
of Alcoholics Anonymous, 

With regard to those patients who fell 
strictly within the category of mental illness, 
the report strikes a note of careful optimism. 
More patients recovered—333 this past year 
as compared with 302 in the previous year. 
Modified insulin was used with very good 
effect on various t of patients who 
entered the hospital in poor physical con- 
dition; 14 out of the 16 so treated were dis- 
charged as recovered or relieved, but perha 
the most dramatic note is struck by the 
announcement that patients who had pre- 
frontal leucotomy operations were enlisting 
for occupational therapy classes only two 
days after their operation. 


ANOTHER ASPECT of the usefulness of 
occupational therapy was proved at an 
exhibition that had nothing specifically to 
do with hospitals or illness. This was the 
Boy Scout Exhibition held in Belfast as part 
of the celebrations to mark the centenary 
year of the founding of the Scout movement. 
At this there was a whole section devoted to 
the craftwork of the 2nd Greenisland Troop, 
which is attached to the Orthopaedic Hos- 
pital, Greenisland. There was nothing in the 
exhibits to mark them out as being in any 
way different from the work shown by other 
companies, but they were all made by boys 
who have spent, and are very likely to 
spend, a good part of their lives in bed. 


Infectious Diseases, Newcastle a Tyne, 


unit, at Glasgow Royal Infirmary, and was 
recently deputy matron at ‘Mearnskirk 
Hospital. 


Morphy-Richards Ltd., St. Mary Cray 

Miss AGNES WALKER, 8.R.N., S.C.M., has 
been appointed SISTER-IN-CHARGE. Miss 
Walker trained at West Hill Hospital, 
Dartford, and at Farnborough Hospital, 
Kent, and held appointments as staff nurse 
at West Hill Hospital, ward sister and later 
sister in charge of the casualty and admission 
department at Whipps Cross Hospital. 


Oversea Nursing Service 


The following appointments have been 
made by Queen Elizabeth’s Oversea Nursing 
Service. 

New Appointments. Departmental sisters: 
Miss J. M. Cairns, Miss E. R. Logan, Miss 
J.C. McDade, Ghana. Public health nursing 
sisters: Miss D. C. Clark, Miss J. Gibson, 
Gambia. Ward sister: Miss J. M. Cox, 
Grenada. Male tutor: Mr. R. T. Barrow, 
Western Nigeria. Nursing sisters: Miss E. J. 
Bate, Miss K. E. Weeks, Tanganyika; Miss 
A..M. Cabot, Miss D. R. Gee, Miss C. R. 
Goddard, Gambia; Miss A. M. C. Dunlop, 
Miss M. E. Elkington, Miss E. Milton, Miss 
M. Stanning, Miss M. T. Sutton, Miss M. E. 
Walker, Miss S. J. White, Kenya; Miss M. L. 
Gardiner, Uganda; Miss J. M. Roberts, 
Hong Kong; Miss L. Ross, Northern 
Nigeria; Miss M. J. Smyth, Western Nigeria; 
Miss A. Rossetti, Gibraltar. Nursing sister 
(mental health services): Miss A. Coltherd, 
Singapore. 


The under-mentioned joined for first : 
appointment as Lieutenants in Queen She has held posts as night sister, sister 
Alexandra’s Royal Army Nursing Corps on tutor, ward sister, burns unit and medical 
J. Cleall, Miss W. A. W. 
Hammond, Miss A. Jenkins, Miss E. Mason, 
Miss L. M. McGregor, Miss D. A. _ 


